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By Asan Doran, F.R.CS. 


A PROMINENT feature in the history of the evolution of the obstetric 
forceps is the adoption for diverse objects, and the ultimate rejection, 
of joints in the blades and handles. The lock, which must be 
distinguished from these joints, has undergone relatively few modifi- 
cations all well known to the student of obstetrics. 

Jointed forceps may be classified as follows : — 


1. Forceps with handles jointed for convenient packing. 

2. Forceps jointed to allow of the application of blades of different 
sizes, 

3. Forceps with blades jointed to allow of the advantages of 
asymmetry. 

4. Forceps with handles constructed so that the instrument may 
be used as a “long ” or a “short forceps.” 

5. Forceps jointed to render easy the application of blades to the 
foetal head. 

6. Forceps with one blade jointed near its extremity for a 
special purpose. 


This classification is empirical, I admit, but convenient for the 
present purpose. It is based rather on the mechanism of the instru- 
ments than on the object of the operator. After briefly reviewing 
the first four classes, I will dwell at greater length on the fifth, 
which is well represented in the Loan Collection in the Museum of 
the Royal College of Surgeons. 


I. Handles jointed for convenient packing. 


Freake, Surgeon to St. Bartholomew’s Hospital, appears to be the 
first man who ever invented or adopted a forceps with jointed 
handles. Nothing is known about his instrument, save what can 
be gleaned from a drawing in Giffard’s Cases in Midwifry (1733), 
edited by Hody. A plate represents Giffard’s forceps or “ extractor,” 
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and also “* 7he Extractor as improved by Mr, Freake, Surgeon to St. 
Bartholomew’s Hospital.” We reproduce it (Fig. 1to3) with the notes 
appended to the drawing. Nothing more is said about it in Giffard’s 
Midwifry, and Freake himself never figured or described it. We 
do not know if it was his own design and if he found it satisfactory. 
It is not clear whether Hoady meant that Freake’s forceps was an 
improvement on that obstetric instrument in general, or on Giffard’s 
in particular. Mulder, in his Historia Forcipum et Vectium 
Obstetriciorum (p. 20) who quotes Giffard’s book and reproduces the 
drawings of both instruments, observes: ‘‘ Manubria tandem 
Extractoris Freer ad Cochlearia sunt plicatilia,’ and thus he is 
the first standard writer to turn attention to the jointed handle. 
Freake’s lock is simple, being of the English type introduced by 
Chapman after he lost his screw pivot at a labour and found that 
he could get on without it. There is a catch on the inner side of 
each blade, as in Giffard’s forceps. The blades appear more solid 
than Chapman’s and Giffard’s, but, like them, are fenestrated. 
the handles turn out at their free ends in French fashion, Chapman’s 
and Giffard’s turning inwards. Lastly, there is “ the flap that shuts 
down and covers a sharp crotchet.” This contrivance was imitated 
in a modified Grégoire’s forceps by a forgotten designer.! 

Other obstetricians devised forceps with jointed handles made for 
convenience in packing.” Matthias Saxtorph, of Copenhagen, intro- 
duced his forceps in 1791. “ Istud autem haecce Forceps habet 
peculiare, quod Manubria certo modo sint plicatilia” (Mulder, 
loc, cit., p. 82), his son, Sylvester Saxtorph, and later Danish 
obstetricians, continued to use it; and in 1866 a recently devised 
forceps, highly finished, was presented by Levy, of Copenhagen, to 
the Obstetrical Society. The handles folded up on the blades after 
Saxtorph’s method. It is now on view in the Loan Collection, 

Several dealers, such as Charriere (Witkowski, Arsenal 
Obstétrical, Figs, 526—530) more recently constructed forceps with 
handles which folded up outwards against the blades, as in 
Saxtorph’s, for convenience during transport. They must not be 
confounded with the Brulatour-Pajot type of forceps presently to be 
described. 

Mulder (Historia Forcipum, p. 85 and pl. vii, Figs. 20-29) figures 
and describes a rather clumsy and complicated forceps of the French 
type invented by Dubois, of Paris. The handles bore very stout 
wooden covers, much bigger than those so familiar in old British 
forceps, and they could be unscrewed so as to lay bare the metal 


1. See “A Demonstration of some Eighteenth Century Forceps,” Proc. Royal Soc. 
Med., vol. vi, Sect. History of Medicine, p. 54. 

2. “Mutationis illius scopus est, ut Forceps in marsupio contineri et minori 
molestia sacco recondi posset.” Mulder, loc. cit., p. 82, speaking of Saxtorph’s 
instrument. 
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part of the handles which bore hooks. This instrument, however, 
does not strictly come under any class of jointed forceps, 

Some forceps of the Hamilton type (see Fig. 7) really, as will be 
explained, come under this class. 


II. Forceps jointed for Blades of Different Sizes, 

The French obstetricians were the first to make jointed forceps for 
the purpose of allowing blades of different sizes to be fitted on the 
handles. Brulatour, of Bordeaux, introduced, in 1817, a highly 
finished instrument where the bases of the blades dovetailed into the 
upper portions. It is figured and described in Tarnier and Budin’s 
Traité des accouchements (1901), vol. iv, p. 208 and Fig. 37 Pajot’s 
forceps, of which a sample is included in the Loan Collection, is the 
best known form of instrument constructed for blades of different 
sizes. The blades dovetail into each limb of the forceps above the 
lock, as in Brulatour’s, but are secured by the special contrivance 
known as “ Péan’s aseptic joint.” A circular pit is drilled out of the 
blade, at the bottom of which is a straight slot running vertically. 
From the base of the blade on to which the movable part is to be 
fitted, there projects a T-shaped piece of metal, the cross-bar of the T 
running transversely. The cross-bar is passed through the slot in 
the movable part, which is then rotated inwards towards the opposite 
blade, closing the joint; if it is not passed completely through the 
slot the vertical part of the T-piece is liable to be bent, or even 
wrenched from its bearing. Pajot’s forceps brisé or forceps a 
branches désarticulées soon grew popular in France, and makers as 
well as obstetricians, caused “ Péan’s joint” to be applied to many 
forceps of different patterns.! 


III. Blades jointed to allow of the Advantages of Asymmetry. 


Carof, of Brest, an advocate, like Radford and David Davis, of 
asymmetrical forceps, contrived a curious instrument. The lock 
bore a ring on each side, and either blade, when fitted into its ring, 
could be fixed with its convexity at the desired angle. Tarnier and 
Budin figure and describe this forceps (loc. cit., p. 207). Stout 
metal handles of the French type might be screwed on below the lock, 
an arrangement not figured in the work just quoted, but shown in 
Witkowski’s Arsenal Obstétrical, Figs. 588, 590, Carof’s forceps 
as given in Tarnier and Budin’s text-book, following in the Arsenal 


as Figs, 591, 592. 


IV. Handles made so that the Forceps might be “ Long”? or “ Short.” 


In an instrument constructed by Campbell, of Paris, the upper 
and inner or metal part of the handles slid along a groove in the 
outer wooden portion. Each metal part could be fixed by means of a 


1. Charpentier, 7'raité pratique des accouchements (1890), p. 683. 
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screw at any desired point (Witkowski, loc. cit., Figs. 585-6). Thus 
the instrument could serve as a long forceps, a short forceps, or an 
asymmetrical forceps of the Radford-Davis type. 


V. Forceps jointed to facilitate Application of Blades to Fatal Head, 

Jens Bing, of Copenhagen, who died in 1754, invented a jointed 
forceps described in 1750 by his pupil, Janck. The blades were non- 
fenestrated, and together with the lock, were separate from the 
handles. They were adjusted, unlocked, to the foetal head and then 
fixed at the lock (which was of the scissors type) by a screw. Lastly, 
the handles, which were of great length, were fitted on to the blades 
below the lock. Janck states that Bing’s avowed object was not so 
much the easy application of the blades as the sparing of the feelings 
of the patient. Women complained that when the long forceps with 
long handles was applied, they had to expose themselves unneces- 
sarily. Levret,! in the course of a long and unfavourable criticism 
of Janck’s arguments in favour of the “ Forceps de Bingius,” denies 
to Bing’s forceps any such advantage. “ Or, les Forceps Anglois et 
Frangois ne demandent, pour leur application, qu’autant d’écarte- 
ment des cuisses, que la nécessité de la chose méme en exige, tant 
dans les sujets gras, que dans les sujets maigres; ainsi je ne vois 
pas assez comment la pudeur d’une Femme en travail, qui s'abandon- 
nant aux soins d’un Accoucheur demande avec empressement son 
secours, pourrott en étre blessée, et son ame émeure.”! Yet Conquest, 
as will be shown, was influenced in part by a similar motive when he 
constructed the instrument which will presently be described, Bing’s 
forceps was unfavourably received abroad and never came into use, 
outside his own clinie in Copenhagen, even in Denmark. Ingerslev, 
in his Die Geburtszange (1891), sums up the history of Bing’s forceps 
very well (pp. 51-2), but in Mulder’s Historia Forcipum the instru- 
ment is much better figured and more completely described (Pl. ITI, 
1 to 5 and p. 35). Levy could not find a sample in any Danish 
museum or maternity; that authority, as has been already stated, 
continued to use, and indeed contrived a modification of, Saxtorph’s 
forceps in 1866, but that type of jointed forceps (1791) was made for 
another purpose. 

After all, facility of application was the object when Bing 
contrived his forceps, though the motive was not the same as that 
which guided later obstetricians. I will now describe Conquest’s 
forceps, where one blade could be applied to the foetal head free, 
and afterwards screwed on to the handle, and then speak of 
Hamilton’s and David Davis’s instruments where facility of applica- 
tion was attained by a hinge-joint 


1. Suite des Observations sur les causes et les accidens de plusiewrs accouchemens 
lahorieux, 1751, p. 375. 
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ConquEst’s JorytED Forceps. 

This rather odd-looking instrument once had its advocates, its 
principal supporter being, of course, the obstetrician who invented 
it. The sample in the Loan Collection here represented (Fig. 4) 
belonged to a box of instruments once the property of the City of 
London Lying-in Hospital, in use when Conquest was obstetric 
physician to that institution. It is chiefly distinguished for its wide 
fenestrae and for the perineal curve on its shanks, whilst the screw 
arrangement allows of easy application of the upper blade to the 
foetal head when the patient hes on her left side. After describing 
the forceps, I will quote Conquest’s explanation in full, as it will 
make clear his intent. 

It weighs 1 lb. (454 grams), and measures 153 in, (34°29 em.). 
The length of the blades is 74in. (19¢em.), their breadth 2 in. (6cm.). 
They are broadest in the middle and narrowest at the tip; the 
greatest breadth across them is 3in, (7'6em.). When closed, the 
space between their tips is 3 in. (1°95em.). The fenestre are 5 in. 
(12°75 em.) long and 13 in, (3°5em.) at their broadest or middle 
portion. 

The blades have no pelvic curve and their inner surfaces are 
quite flat. They have long shanks with a marked perineal curve 
measuring 2 in. (5cem.) not taken along the curve. The handles 
have the usual palm rest; there are no finger rests, but there is a 
slight shoulder on each side; the lock is of the English type. The 
limb bearing the left or lower blade is forged in one piece, and its 
handle is coated with ebony. The handle of the right or upper 
blade is made entirely of ebony and bears a metal top with a female 
screw placed there to receive a male screw in the corresponding 
blade. 

Conquest’s original account of this forceps, with an illustration, 
appeared in his article “ Practical Remarks on Obstetric Instruments ; 
with Suggestions for the Employment of Belladonna in Some Cases 
of Protracted Labour,” published in 1820 in the London Medical 
Repository (vol, xiii, p. 185)... We may leave Conquest to speak for 
himself. 

“ Of the Short Forceps. 

“The short forceps which are submitted to the consideration of 
Accoucheurs, are characterized by the simplicity of their mechanism 
and their easy adaptation to practical purposes. The fenestra are so 
wide as to admit the protuberances of the parietal bones to pass 
through them, by which two very important objects are secured. 
We are indebted to Dr. Haighton for this very important improve- 
ment in the short forceps; and this acknowledgment affords me 
peculiar pleasure because it is impossible to mention the name of 


1. The same article contains Conquest’s original description of his craniotomy 
forceps; he admits that the blades are constructed after David Davis’s pattern. 
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that truly respectable man without expressing sentiments of the 
highest respect for his character.!. But it will be perceived that the 
forceps in the appended engraving? have much narrower shoulders 
and are less in all their dimensions (except in their length) than 
those known as Dr, Haighton’s.” 

I have figured and described Haighton’s forceps in “A Demon- 
stration of Some Kighteenth Century Forceps ” (Proc. Royal Soc. 
Med., 1913, vol. vi, Section History of Medicine, p. 54). Conquest 
proceeds to explain how the wide fenestrae in his forceps allow the 
prominences of the parietal bones to protrude through the blades. 
Thus bulk is diminished and there is less risk of damage to the soft 
parts. Then he explains the advantages of the perineal curve*® on 
the shanks at the handles, 

“The last, although very far from the least, peculiarity in these 
forceps, to which reference will be made, is the construction of the 
handle of the blade, which is usually applied last and uppermost. 

“It is only necessary to appeal to any one who has introduced 
forceps, with their convex surfaces applied to the sides of the pelvis, 
the ears of the child being in their most natural situation, or from 
side to side, and such a one will at once acknowledge that extreme 
difficulty often presents itself to the introduction of the upper blade, 
in consequence of the bed and mattress below preventing that 
depression of the handle which is essential to the elevation of the 
point of the blade, to carry it over the vertex. Indeed the accom- 
plishment of this object is almost impracticable, without changing 
the position of the woman, or introducing the blade in the hollow of 
the sacrum and afterwards bringing it over the cheek. But there is 
a decided objection to either of these alternatives, because women, 
during labour, always attach importance to the most trifling 
departure from the ordinary mode of proceeding, so that the mere 
proposal of turning them on their backs (which, by the by, is a 
disgusting and indelicate position, because the woman must stare her 
accoucheur in the face) or even the act of bringing the nates over the 
edge of the bed, usually excites considerable apprehension ; otherwise 
I am aware that either of these changes would meet the difficulty ”’( !) 


1. It is pleasing to read of a man in our department of the profession so honoured 
by his pupils and colleagues. His nephew, Blundell, spoke of him as “a man to 
whom I owe everything that is good both in precept and example” (Principles and 
Practice of Obstetricy, 1834, p. 520). 

2. Similar to fig. 4 in this article. 

3. Robert Wallace Johnson, it is well known, invented the perineal curve, and 
made his invention public in 1769. Thomas Young’s forceps (1784) also had a 
perineal curve. It was about one-quarter of an inch longer than Johnson’s, which 
measured llin. (28cm.). Samples of this instrument in museums have apparently 
been catalogued as “Johnson’s Forceps” more than once. Young was an eminent 
man, Professor of Midwifery at Edinburgh 1756—1780, and conjoint professor for 
three years later with Alexander Hamilton. 
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“With respect to the other alternative, or the introduction of the 
upper blade by the circuitous course of the sacrum. This expedient 
is often impracticable, and always difficult, because the concavity 
of this bone may be so completely filled up with the head of the 
child, so as not to allow of the requisite movement of the instrument, 
without the employment of an injudicious degree of power. 
Accoucheurs, alive to this circumstance, have long since had their 
levers made with reflecting or movable handles; and it is to the 
latter expedient that I am indebted for the suggestion which led to 
the simple contrivance of a movable handle, by a screw, which is so 
clearly exhibited in the engraving; and there can be now no difficulty 
in introducing the upper blade of the short forceps directly over the 
vertex, without changing the position of the patient. After the 
blade is fixed, of course the handle is to be screwed on, and the 
instrument used as any other.” 

“Such are the forceps to which is solicited the candid attention 
of every medical man who is anxious to practise midwifery with 
pleasure to himself, and whose solicitude for the welfare of his patients 
prompts him dispassionately to examine every proposal which may 
promise to advance so desirable an object.” 

After writing about the craniotomy forceps, Conquest concludes 
his article with a few paragraphs headed “ Of the Long Forceps.” 
It was still distrusted and unpopular, but Conquest had already saved 
three children and a colleague three more, all of whom had been 
condemned to be opened. But he does not state whether he had a 
special long forceps constructed after the design of his short instru- 
ment. The instrument here figured (Fig. 4), however, bears all the 
peculiar features of Conquest’s short forceps except that it is 
“medium.” Its measurements are given above; Conquest makes out 
those of his short forceps to be—length, 1lin. (28em.); length of 
blades, 5 in. (12°7 cm.) exclusive of the curve; greatest width 2} in. 
(54cem.), where the fenestre are 1} in, (3°8 cm.) wide. The widest 
part between the opposite blades “ought not to measure more than 
two inches and a half or five-eighths (6°35 to 6°6 cm.).” The handles 
are 4} in. (10°7 cm.); each shank measures 2 in, (5°08 cm.).! 

Conquest’s ideas read strangely. As anesthetics have long been 
in use and patients are much less particular about lying in one 
position than they were a hundred years ago, this type of jointed 
forceps has long been superfluous. 


Hamitton’s Forceps. 


The Loan Collection includes one sample of this jointed forceps 
(Fig. 5) where the joint is on the handle of the right or upper blade. 
This handle, we must bear in mind, is on the left of its fellow, since 
the blades cross as usual at the lock, which is of the “English” or 


1. I have added the measurements in centimetres. 
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Chapman-Smellie type. The handle opens outwards. This joint is 
characteristic of Hamilton’s forceps, but it will be shown that in 
some samples the joint is on the handle of the left blade, whilst 
in others it opens backwards instead of outwards. 

The weight of this instrument is 124 oz. (354 grams); its length 
1lin. (28 cm.); the length of the Sadie 6}in, (165 cm.); their 
breadth 1} in. (3'8em.); the blades are broadest near the tip, the 
greatest breadth being 23in. (7cm.). The space between the 
extremities of the closed blades is } in, (1:27 cm.). The length of 
the fenestre is 43 in, (12'lem.), their greatest breadth 1 in. 
(2°5 em.). 

The blades are stout and have a strong pelvic curve marked at 
the free ends, their inner surfaces are plane. They have no distinct 
shanks. ‘The fenestra are relatively narrow and are rounded at their 
lower extremity to allow of the application of tapes. Both handles 
are lined externally with smooth wood. The lock is of the English 
type with a clip on each blade as in Smellie’s and most later British 
forceps, and immediately below it the handle of the right blade bears 
a hinge so that it can open outwards. 

This forceps, known nearly thirty years before Conquest’s, was 
used by Dr, James Hamilton junior,! the son of Dr. Alexander 
Hamilton, both in their day Professors of Obstetrics in the University 
of Edinburgh. It is not clear whether the father or the son was the 
actual inventor of the instrument. There have, I understand, been 
errors about references to the original descriptive notice of the 
forceps, but working together with Dr. R. W. Johnstone, of Kdin- 
burgh, I have succeeded in finding it, as a footnote to an article by 
Dr. J. Hamilton in Andrew Dunean’s J/edical Commentaries for the 
Year MDCCXCIII, Decade Second, vol. viii, p, 405. The article is 
called “ Observations on the Instrument employed ; in the Practice of 
Midwifery, commonly called Lowder’s Lever.” 

I will reproduce the footnote in full :— 


“Tt is not consistent with my views in this Essay, to describe 
minutely the form of the Forceps. Those which I use are nearly of 
the same shape as those of Dr, Wallace Johnston. The length of 
the instrument is 11 inches; that of each handle 43 inches. If a 
straight line be drawn through the centre of the plane surface of one 
handle, and be produced to the extremity of the instrument (which 
forms the axis of the handles when both are joined), the convex edge 
of the blade, at the greatest distance from this line, is distant 


1. So-called to distinguish him from Dr. James Hamilton, a well-known physician 
in the days of his obstetrical namesakes, but not a relative. An instructive sketch 
of the Professorships of Alexander and James Hamilton, Junr., will be found in 
Sir A. Russell Simpson’s “History of the Chair of Midwifery in the University of 
Edinburgh,” Hdin. Med. Journ., Dec. 1882. Professor Whitridge Williams informs 
me that Alexander Hamilton’s text-books were once widely read in the United States. 
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1% inches; and the extreme distance of the point, on the opposite 
edge, is tths of an inch. When both blades are joined, their 
greatest width is 23 inches. The right-hand blade has a hinge 
between the handle and blade, by which it is easily introduced, while 
the patient lies on the left side.” 


This footnote, as its first sentence indicates, is appended to some 
observations on forceps in general. In the succeeding paragraph in 
the text Hamilton speaks of cases where “ the ordinary forceps are 
inapplicable,” and proceeds to say that “a long pair of forceps has 
been recommended,” but speaks with disfavour of that instrument. 
In measurements the College sample does not entirely agree with 
Hamilton’s original report, being longer, but, as will be shown, this 
instrument was frequently modified. The last sentence in the 
original report explains simply and clearly the object of the hinge. 
Hamilton says nothing more about the matter, yet modern collections 
contain several important modifications of the instrument known by 
his name, 

Hamilton’s forceps are familiar objects in museums, At the 
meeting of the International Medical Congress in August 1913 samples 
from Edinburgh, Trinity College, Dublin, and St. Bartholomew’s 
Hospital were exhibited in the museum of the Congress. The re- 
markable variations were striking. 

The Edinburgh collection, the Obstetrical Museum of Sir A. 
Russell Simpson in the University of Edinburgh, is rich in these 
modifications of Hamilton’s forceps. Dr. R. W. Johnstone has 
kindly sent me photographs of these interesting instruments, which 
are here reproduced. The hinge joint on one handle, close to the 
lock, is common to them all, and the blades are similar. In Fig, 6 
two forceps are shown. ‘The joint is in the handle of the left blade in 
one, whilst it is in the handle of the right blade in the other, as in 
the sample in the Museum of the College of Surgeons. In Fig. 7 we 
see one Hamilton’s forceps where the hinge is on the handle of the 
right blade and opens backwards. In the next, the hinge is on the 
same handle but opens outwards, the forceps being almost identical 
with the College specimen, No, 5. Next, in Fig. 7, come two single 
right limbs of forceps with Hamilton’s joint on the handle of the 
right blade. But the handle bends inwards on the joint and each 
has a special mechanism for keeping the joint fixed. In one a slot is 
seen on the inner side of the handle a little below the hinge. It 
lodged a screw which could be fixed into the lower extremity of the 
blade which overlaps the outer surface of the hinge. In the other 
there is a pin trigger arrangement which fixed the handle at its lower 
extremity where a notch can be seen. The trigger runs along the 
handle and its head may be detected projecting into the tape-groove 
of the palm-rest. On pulling down the head the blade is liberated 
and may be folded down on its hinge. These hinges made to bend 
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the handles inwards, were, we may presume, designed to allow of 
convenient packing. They could hardly have served for any directly 
obstetric purpose. ‘Therefore they come rather under the first than 
the fifth class of jointed forceps. 

Dr. RK. W. Johnstone is of opinion that the instrument in Fig. 7, 
with the right blade opening outwards, is a Hamilton’s forceps of 
the original type, as it corresponds to the measurements given in the 
footnote to Hamilton’s article quoted above, more closely than any 
other. 

In conclusion, all this evidence gleaned from instruments in 
several museums, proves that the idea of a hinged handle was popular 
for a time, at least with its designers. The Hamiltons, or their 
pupils and instrument makers modified the forceps more than once, 
for the most laudable purpose, no doubt, of determining by experi- 
ence which type of hinge might be the most convenient. Further 
experience showed that the hinge was of doubtful value in any form, 
We need not dwell on the other peculiarities of the Hamiltons’ 
instrument. It was a short forceps with a pelvic curve. 


Davip Davis’s Symmerricat Birapep Forcers wirn Joinrep Ricur 
BuaDE. 

This instrument (Fig. 8), also known as “ David Davis’s Forceps 
with wide fenestra,” is one of the products of Dr, Davis’s fertile 
inventive faculty. It is fully described, with figures of the natural 
size, in his once famous standard work Elements of Operative 
Midwifery; comprising a Description of Certain New and Improved 
Forceps for Assisting Difficult and Dangerous Labours; illustrated 
by Plates; with Cautionary Strictures on the Improper Use of 
Instruments, published in 1825, pp. 88—41 and 201 and Plates Ito V, 
and in D. Davis’s “ Principles and Practice of Obstetric Medicine,” 
1836. 

It weighs 12 0z. (340 grams) and measures 1 ft, 04in. (31°75 em.) 
in length. The blades are 7? in, (19°7 cm.) long, and 2} in, (5°4 em.) 
broad, at their broadest point, nearer the base than the free ex- 
tremity. The greatest breadth across the blades is 3 in. (7°6 cm.), and 
the distance between their tips when closed is 1} in. (8°17 cm.). The 
fenestre measure 1} in, (3°8 cm.) at their widest, 

The blades, unlike those in some other types invented by David 
Davis, are symmetrical. The left blade and handle are forged in one 
piece; the right blade, as will be explained, is jointed and the lock 
is of the English type. 

The handles are coated with ebony and bear the usual palm rest, 
but neither a finger rest nor a shoulder. The shanks, about 1 inch 
(2°5 cm.) long diverge at an angle of 45°; the joint lies in the right 
shank. This space between the shanks, originally appearing in 
Evans’s (of Oswestry) and Aitken’s forceps has ultimately been 
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associated with the name of Simpson. “ The blades,” says Davis, 
“are much broader than those of any other forceps with the exception 
of Haighton’s.” We have seen that Conquest adopted Haighton’s 
broad fenestre. The blades are greatly hollowed out anteriorly so as 
“to lie in close contact with every part of the child’s head to which 
they are applied and to admit of the reception and firm purchase of 
extensive portions of its lateral parietes.”” The blades on their inner 
surface slope towards the border of the fenestrz so as to take up less 
space in the pelvis. ‘The pelvic curve is marked. There is no 
perineal curve. 

The circular joint in the shank of the right blade was fitted on 
so as to allow it to be placed at any angle. It could be fixed or 
released at will by means of a spring catch. In the sample in the 
Loan Collection this spring catch had been partly destroyed by rust, 
and the blade was broken off during an attempt jto bend it, and it 
has been repaired without restoration of the joint action. The joint 
was placed so that the blade could be bent outwards, in the contrary 
direction to a folding vectis, and David Davis believed that this 
expedient “ may add occasionally to the facility of introducing the 
right-hand branch.” 

Thus the joint was designed for much the same purpose as 
Conquest’s screw handle. 

Murphy, who succeeded David Davis at University College, 
figured and described this instrument in his Lectures on the 
Principles and Practice of Midwifery, 1862, and declared that “ it 
was quite unsuited for practitioners and obstetricians unless of long 
experience.” 


VI. Forceps with One Blade jointed near its free end for a special 
purpose, 
A remarkable instrument, the sole example of its kind, I under- 


stand, may conveniently be placed at the end of this rather long 
series of obstetrical instruments, 


Davin Davis’s ASYMMETRICAL LonG Forceps ror CasEs OF ARREST OF 
Farat Heap 1x Transverse Position (Long Blade jointed 
near free end), 


David Davis devised several other patterns of obstetric forceps to 
meet certain contingencies (Figs. 9 and 10). The most remarkable 
of these instruments must be noted here, as one blade was jointed. 
The jointing was for a unique purpose, not for convenience in 
packing, as in Freke’s and Saxtorph’s forceps, nor for allowing of 
the application of blades of different side as in Pajot’s, nor for 
facilitating the introduction of the upper blade as in Hamilton’s, 
Conquest’s, and the symmetrical bladed forceps, of Davis’s design, 
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just described. Nor was the joint placed in the shank or in the upper 
part of the handle. The blade itself was transversely jointed near 
the tip to aid in the extraction of the head under the complication 
named above in the heading. Another peculiarity about this 
instrument is that there were two long blades, one for use when the 
face of the foetus lay to the left and one for use when the face lay to 
the right. 

The sample in the Loan Collection is in good condition. I have 
cut away part of the leather cover of one long blade in order to show 
the whole of the mechanism described below. 

The forceps as in use, that is to say, with the short blade 
articulated to one long blade, weighs 1 lb, 4} 0z, (490 grams). The 
long limb measures 1 ft, 24 in. (868 cm.) in length; its blade is 
10 in, (25°4em.) long, and 2} in. (5°4 em.) at its broadest, near the 
tip. The short limb is 1ft. O0}in. (3175 em.) long; its blade 
measures 74 in, (19 em.) in length, and 2 in. (5 cm.) in breadth, the 
broadest part being almost at the tip. The fenestra of the short blade 
is 32in. (8'5 em.) long and 1} in. (3°17 em.) at its broadest point. 

The handles are coated with ebony and bear the usual palm rest; 
there are no finger rests and only a shallow shoulder made by the 
metal covering the upper border of the ebony cover. The shanks of 
the two blades are both nearly 3 in. (76cm. long). The long blade 
has a marked pelvie curve and is entirely coated with leather. 
The fenestra is filled in by the apparatus for flexing the upper part 
of the blade. The short blade has no pelvic curve and is coated with 
leather which does not cover the fenestra (Fig. 10). 

David Davis explains the application of this forceps in his 
Elements of Operative Midwifery (p. 242, et seq., and Pl. X, XI 
and XII). “I consider,” he writes, “the old long forceps as 
decidedly unsuitable for the relief of cases of arrest of the foetal head 
at the superior aperture of the pelvis, under the circumstances of 
either of its transverse positions. Accordingly, I have to submit to 
the approbation and cautious trials of the profession a form of 
modification of a pair of forceps, which may be used under these 
circumstances with considerable effect; and certainly, if dexterously 
used, without any risk of doing an injury to the mother..... It 
consists of two counterparts of unequal length as well as of different 
and unequal powers. ‘The long one is covered with leather and lined 
with a padding of the softest flannel; a considerable part of its blade 
being intended to apply firmly to the face of the child. At a distance 
of about an inch and three-quarters, the blade has a joint in it, 
admitting of a limited degree of flexion and extension. When this 
branch of the instrument is carried up to its proper destination, the 
jointed part of the blade will be found to correspond to the superior 
portions of the face. The movements of the part of the instrument 
anterior to the joint are made obedient to the will of the practitioner, 
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The blade is to be passed up along the left side of the pelvis in the 
state of full extension. When distinctly felt to have passed over the 
great convexity of the forehead, and ascertained by examination to 
be so far properly applied, the anterior part of the blade is to be bent 
down and applied closely to the face; which is to be effected by 
moving the nut upwards. This little contrivance is very simple. 
The anterior portion of the blade is made capable of two degrees of 
flexion with the other parts at the pleasure of the operator.” In 
the sample here figured there is a screw on the outer side of the 
shank of the long blade, instead of the sliding nut, otherwise the 
mechanism for flexing the upper part of the blade is the same. 
Davis teaches that it is advisable “to produce the greater degree of 
flexion, which will give to the anterior part of the blade an ample 
purchase over the child’s forehead and face. The shorter branch is 
then to be passed up along the right side of the pelvis, and applied 
to the child’s occiput, to act both as a fulerum and an antagonist 
to the other. The power of this instrument is only partially that of a 
pair of forceps. There is here no co-equal counter-pressure applied 
to directly opposite parts of the head. It acts principally as an 
adductor; the attracting power being applied to a surface nearly 
opposite to the presenting part of the head. The short blade being 
applied to the occiput, the two branches of the forceps are then to be 
mutually adjusted at the lock.” 

David Davis showed a wonderful reliance on his variations of the 
obstetric forceps. He continues, after noting a few precautions: 
“Everything being thus made ready, we then draw down, simul- 
taneously with the parturient contractions of the uterus. .... As the 
head is felt to descend into the cavity of the pelvis, the operator 
should endeavour to carry back the face gradually into the hollow of 
the sacrum. This latter movement might, however, in some cases 
preferably be left to be accomplished either by the natural powers 
or by the subsequent use of the short forceps with blades of unequal 
length.” 

These asymmetrical short forceps, as well as several other 
ingenious modifications are preserved in the Loan Collection. The 
whole series of David Davis’s instruments was presented to the 
Obstetrical Society by Hall Davis, the son of the inventor. 

David Davis’s ingenuity produced a formidable armamentarium, 
and the leather and flannel investment of the blade above described 
is awful to contemplate. Still this jointed forceps is worth 
remembering. 

Chassagny’s forceps (J/éthodes de tractions souténues) bore a jointed 
traction apparatus, but, like axis-traction forceps, cannot be included 
in any of the six varieties of jointed forceps described above. 

As in the case of previous articles on forceps, I must express my 
thanks to Professor Keith and the President and Council of the Royal 
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College of Surgeons for permission to add photographs of the 
instruments in the Loan Collection; to Mr. Barry Hopkins for 
important instruction on questions of mechanism and identification ; 
and to Mr. Butterworth for taking the photographs, 

As I have thought it right to allow the designers to speak for 
themselves, this communication is in consequence too lengthy to 
admit of the inclusion of their biographies. 


ILLUSTRATIONS. 


Figs. 1—3.—The extractor as improved by Mr. Freake, Surgeon to St. Bar- 
tholomew’s Hospital.” From Giffard’s Cases in Midwifry, 1784. Fig. 1: “The 
two sides joined.” Figs. 2, 3: “The two sides separated.” Against Fig. 2 is 
written, in the original sketch, “A Flap that shuts down and covers a sharp crotchet.” 
The joint in the handle is exposed, slightly bent. Against 3 is written, close to the 
lower end of the handle, “A blunt crotchet.” 

Fig. 4.—Conquest’s forceps. Loan Collection, R.C.S., seen from behind, the 
right blade being on the observer’s right. The handle of that blade’ is unscrewed. 
The shanks bear a perineal curve. 

1, N.B.—As the blades of an obstetric forceps cross at the lock, the handle of 
the right blade lies on the left side of the instrument and vice versa. 

Fig. 5.—Hamilton’s forceps. Loan Collection, R.C.S.. A short instrument with 
the pelvic curve. The handle of the right blade is jointed and opens outwards. 

Fig. 6.—Hamilton’s forceps in the Obstetrical Collection, Museum of Edinburgh 
University. Photographed by Dr. R. W. Johnstone. In one the handle of the 
left blade is jointed and opens outwards, in the other (on the observer’s right) the 
right blade is similarly jointed, as in Fig. 5. 

Fig. 7.—Photographs by Dr. R. W. Johnstone of four similar forceps in the 
Edinburgh collection. In the first (beginning from the observer’s left) the handle 
of the right blade is jointed and opens backwards, in the second it opens outwards, 
as in Fig. 5. The third shows a right limb only; the handle slides down after the 
removal of a screw(not present) fixed in the slot on the inner side of the handle 
immediately below the hinge. The fourth, also a right limb, bears a hinge. By 
pulling down a metal bar, the handle can be bent inwards. The flattened head of 
the bar is just visible under the upper border of the tape-groove above the palm rest. 

Fig. 8.—David Davis’s symmetrical bladed forceps with jointed right blade. 
The joint lies in the shank of the blade. Loan Collection R.C.S. 

Fig. 9.—The long blades of David Davis’s asymmetrical long forceps for cases 
of arrest of the foetal head in transverse position. Loan Collection, R.C.S. The 
outer surface of the blade employed when the face lay to the right has been stripped 
of its two leather coats and intermediate layer of flannel to display the joint near 
its upper end and to make clear the mechanism by which that joint can be moved. 

Fig. 10.—The same forceps with the long blade articulated to the fenestrated 
short blade which was applied to the occiput. 
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The Value of Abderhalden’s Test for Pregnancy.’ 


By Hersert ‘WILLiaMson, 


From the Obstetrical and Chemical Pathology Departments of 
St. Bartholomew’s Hospital. 


Wuen I first read Abderhalden’s papers it seemed to me a matter of 
importance to test the correctness of his observations. If it be true 
that the blood of a pregnant or recently delivered woman contains a 
ferment specific to placental albumen, if this ferment is constantly 
present and can be easily demonstrated, if the sources of error are few 
and can be readily avoided, the test possesses great value in both 
clinical and forensic medicine. It is obvious that such an investiga- 
tion can be carried out only by one possessing a wide knowledge of 
pathological chemistry, and I therefore asked Mr. Mackenzie-Wallis 
to undertake the matter. The results of his admirable work have 
been placed before you in the paper just read, and it remains 
for me to add a few remarks upon the clinical aspect of these observa- 
tions. In the first place, they support strongly the theory of a 
ferment specific to placental albumen present in the blood of women 
from the 8th week of pregnancy until ten days after delivery. The 
ferment is not formed in the placenta, but is elaborated in the 
maternal organism for the purpose of reducing into simpler molecules 
the masses of chorionic albumen which constantly pass into the 
mother’s blood-stream. 

The intra-vascular injection of a foreign albumen leads to the 
production of specific ferments and a similar result follows the 
injection of other substances as, for example, cane-sugar, 

It is obvious therefore that the test is capable of wide application 
and may be used for the detection of carcinoma and other forms of 
new growth. It has been used for this purpose in a number of cases 
under my care, but I propose to confine my remarks to the diagnosis 
of pregnancy. 

For experimental purposes the test was applied to fifty patients. 
Of these, twenty women were either in the last three months of 
pregnancy or had recently been delivered. In each case the result 
was positive. Thirty women were not pregnant, in all thirty the 
reaction was negative. This series demonstrates the importance of 
further investigating the test, and I propose to describe briefly the 


1. A paper read before the Obstetrical Section of the Royal Society of 
Medicine, October 9, 1913. 
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clinical features of sixteen cases in which it was applied for diagnostic 
purposes. I have fortunately been able to follow the history of all 
the patients; in twelve the deduction drawn from the test proved 


correct, in two it proved wrong, and in two the result still remains in 
doubt. 


The cases are as follows : — 


Suspected ectopic gestation ... . 3 
Pelvic and abdominal tumours wiite it was oe 
that the whole or part of the tumour _— be the 


pregnant uterus 7 5 
Suspected chorion- epitldionn .. 2 
Chorea in a woman of 21 . : 1 
Ileart disease with ‘siuiaiillintin os. as ee 

Nephritis with exacerbation of seins and amenor- 
a On ny a re a 
SURG PEE se sss hs es es OZ 
16 


1. Cases of suspected ectopic gestation. 

The first case was that of a woman who had previously borne two 
children, the last two years ago. She stated that her periods had 
been perfectly regular in both time and duration and that the last had 
ceased on June 3 1915. On June 5 she suddenly lost four or five 
ounces of blood, and from that time there was a small daily loss up to 
the date of her admission on June 27. On June 8 she suffered an 
acute attack of abdominal pain lasting 13 hours, and similar, though 
less severe, attacks were experienced on June 10 and 17. There had 
been no nausea or vomiting and no secretion could be expressed from 
the breasts. 

Above the left Poupart’s ligament was a tender indefinite swelling ; 
the uterus, of natural size, was situated in the mid-line behind the 
symphysis pubis, Clinic sally the diagnosis lay between an inflamma- 
tory mass and an ectopic gestation. Abderhalden’s test gave a 
positive result. Operation revealed a gestation sac in the left 
Fallopian tube with a broad ligament hematoma. 

Case 1 was that of a patient admitted into a surgical ward under 
the care of Mr. Wilson. After six weeks’ amenorrhoa in a woman 
whose periods had for some time been irregular a sudden attack of 
abdominal pain associated with vomiting and collapse led to her 
admission to hospital. The breasts were inactive, and pelvic 
examination revealed nothing abnormal. Abderhalden’s test gave a 
negative result. Within two days the patient appeared quite well 
and has remained so since. I examined her a month later and found 
no evidence of any pelvic lesion, 
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Case 111 was that of a woman who had been married nine years 
and had never been pregnant. On June 19 she was seized with acute 
abdominal pain associated with retching and vomiting, and within 
two hours commenced to lose blood per vaginam. The breasts were 
inactive, the uterus, of normal size, lay behind the right pubic ramus, 
and a tender, indefinite swelling occupied the left posterior quarter of 
the pelvis. Abderhalden’s test gave a negative result. At operation 
I found a hydrosalpinx of the left tube with torsion of the pedicle. 

In the light of these cases I think Abderhalden’s test is of value in 
the diagnosis of doubtful cases of ectopic gestation, but it must be 
remembered that in the event of rupture and death of the ovum 
within the first six weeks a negative result would probably be 
obtained. 


2. Abdominal and pelvic tumours of doubtful nature. 
This group includes five cases : — 


CasE1. A woman, aged 37, who had been married for 13 years, 
and had never been pregnant, came to hospital complaining of a 
swelling in the abdomen. There was a history of menorrhagia for 
five years, but for the last seven weeks there had been amenorrhea. 
On examination a tumour was discovered rising from the pelvis and 
reaching to the level of the umbilicus. The greater part of the 
tumour was clearly a uterine fibromyoma, but in view of the history 
of amenorrhea, although I could detect no signs of activity in the 
breasts or softening of the cervix, I suspected that she had probably 
become pregnant. Abderhalden’s test proved positive. I saw the 
patient six weeks later and then the signs and symptoms of pregnancy 
were clearly marked. 

Cas— 11. A patient, aged 35, was admitted into hospital on 
account of an acute attack of abdominal pain. On examination two 
tumours were discovered, the one a thin-walled ovarian cyst, the other 
the uterus enlarged to the size of three months’ gestation. Menstrua- 
tion had been regular and no signs of pregnancy were detected. 
Abderhalden’s test gave a negative result. At operation the uterine 
tumour proved to be a soft fibro-myoma. 

In Case 111 the test gave a misleading result. This was probably 
due to an error in technique, for when repeated it proved negative. 
The patient was admitted under the care of Dr. Griffith on June 27 
1913. The menstrual periods were regular until February 1913, and 
from this date were absent until May 6, when there was slight 
bleeding for four days; after this there was again amenorrhea up to 
the time of admission. On June 17 she felt ill and suffered severe 
pain over the right iliac fossa; the pain gradually diminished, but 
had never entirely ceased. On examination the right breast 
contained clear secretion, and a cystic mass was detected rising out of 


15 
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the pelvis and reaching to the level of the umbilicus, situated mainly 
to the right of the middle line. Abderhalden’s test gave a positive 
result. At operation the mass was found to consist of a uterine 
fibromyoma, a suppurating ovarian cyst and a pyosalpinx. 

Case tv. A woman, aged 36, sought advice because she had not 
seen her periods for three months. She had previously borne two 
children, but did not think that she had again become pregnant 
because there had been no morning sickness and she had noticed no 
changes in the breasts. On examination a fluid tumour was dis- 
covered rising out of the pelvis and reaching to 1} inches above the 
navel. The uterus could not be definitely identified apart from the 
tumour, and the diagnosis lay between hydramnios and an ovarian 
cyst. Abderhalden’s test was negative. At operation the tumour 
proved to be an ovarian cyst. 

Case v was the second of the two in which the test gave an 
erroneous result. The patient, a girl of 19, was admitted into a 
medical ward under the care of Dr. Howard Tooth. Menstruation 
had been irregular, periods of rather profuse bleeding alternating 
with periods of amenorrhea. She gave a history of several attacks of 
severe abdominal pain. ‘The temperature was raised, sometimes 
reaching 102°F, at night; and the girl was obviously very ill. The 
abdomen was distended and a centrally-situated mass of irregular 
outline was felt rising out of the pelvis. Vaginal and abdominal 
examination was extremely difficult on account of tenderness. The 
case appeared to me to be one of tuberculous pyosalpinx, but 
Abderhalden’s test was tried, and, to my great surprise, proved 
positive. At operation I found bilateral tuberculous pyosalpinx. 

It is interesting to note that the two cases in which the test proved 
fallacious were cases of suppuration within the abdominal cavity; 
this suggested the advisability of ascertaining whether a similar 
result was common in suppurating cases, but the controls we have 
made do not support this view. 


3. Chorion-epithelioma., 


Case 1. A patient, aged 39, was admitted into hospital on 
August 2 1913. She had previously borne two children, and on 
February 1 1912 was delivered of a hydatidiform mole. In March 
1912 a pelvic abscess was opened per vaginam, and the patient made a 
rapid recovery. Menstruation was re-established in April 1912, and 
the periods were perfectly regular until April 1913; from that time 
until her admission into hospital there had been amenorrhea. In 
July 1913 she commenced to suffer from pain in the abdomen, which 
gradually increased in severity, and on two occasions there was 
hemoptysis. On admission she was deeply jaundiced, the movements 
of the chest were restricted, the air-entry was poor and scattered rales 
were heard. The liver was enlarged. The lower abdomen was 
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distended by a centrally-situated elastic tumour rising from the 
pelvis and reaching to within an inch of the umbilicus, dumb on 
auscultation and non-contractile. The cervix uteri was high in the 
pelvis and behind it was an elastic mass occupying the pouch of 
Douglas. 

The case was apparently one of malignant pelvic growth with 
metastatic deposits in the lungs and liver, but seeing that seventeen 
months had elapsed between the expulsion of the mole and the onset 
of symptoms I did not feel certain that the growth was a chorion- 
epithelioma. Abderhalden’s test proved positive. At post mortem 
examination a chorion-epithelioma of the uterus with secondary 
growths in the lungs, liver and intestine was discovered. 


This case suggested to me the importance of subjecting at regular 
intervals to Abderhalden’s test all patients who have borne a hydatidi- 
form mole. Should a chorion-epithelioma develop the test ought to 
remain positive instead of becoming negative, as after a normal 
pregnancy; in this way we may obtain evidence of the development 
of the malignant growth before it can be recognized clinically. We 
are adopting this procedure in the following case : — 


A lady was delivered of a hydatidiform mole on February 11 1918 
after four months’ amenorrhea. I was asked to see her on March 26, 
and found the uterus well involuted and the cervix closed. Behind 
the uterus was a tender irregular body rather larger than a tangerine 
orange, partly cystic and partly solid; probably a lutein cyst of 
the ovary. Abderhalden’s test was positive. I am feeling some 
anxiety about this patient, and feel doubtful whether I ought not to 
advise immediate exploration of the cervix. 


Note. The test has been repeated with a negative result. The 
positive result first obtained was probably due to the presence of 
diffusible substances in the blood, for the control was also positive, 
and we have since discovered that a meal had been eaten one hour 
before the blood was taken. When the test was repeated with proper 
precautions the result was negative. It is interesting to note that the 
optical test was negative on both occasions. 


4, Chronic Nephritis with exacerbation of symptoms. 


Two such cases have been tested; there was no doubt whatever 
from clinical evidence that both women were pregnant, so that the 
application of the test was for the purpose of control rather than 
of diagnosis. The result in both cases was positive. On clinical 
grounds, chiefly because of the development of a marked acidosis, I 
regarded both cases as instances of the grafting of a pregnancy 
toxemia upon an old nephritic lesion. We must, I think, be 
prepared to recognize that the discovery of ferments specific to 











216 Journal of Obstetrics and Gynzcology 


placental albumen in the blood of pregnant women opens a new 
chapter in. the pathology of pregnancy toxemia, but how far the 
lesions may be attributed to a failure of production or to an undue 


abundance or activity of ferments are questions which have yet to be 
investigated. 


5. Late puerperal sepsis. 
The test may prove of value in cases of late puerperal sepsis when 


it is uncertain whether the uterus still contains placental remains. 
We have employed the test in two such cases : — 


Case 1 was that of a patient admitted twenty-one days after 
labour. The temperature was 100°2°F., and the uterus was bulky, 
although the cervical canal was closed. Abdehalden’s test proved 
positive. The uterus was explored and a portion of placenta removed, 

Case 1. A patient was admitted on August 20 who had been 
delivered 15 days previously. The temperature had risen to 100°F. 
on the eighth day, and from that time had run an irregular course, 
occasionally reaching 102°F. at night. The lochia had ceased on 
the eighth day, and before that had been a little offensive. On 
admission the uterus appeared to be well nourished, but the cervical 
canal admitted the finger. Abderhalden’s test was positive. The 
uterus was explored; it contained a considerable quantity of 
decomposing blood-clot, but no tissue which could be identified 
definitely as placenta, 

The remaining two cases call for very little comment. The first 
was a woman, aged 21, who, after a fright, suddenly developed 
choreaform movements. Abderhalden’s test was positive. I have 
seen this patient again; the signs and symptoms of pregnancy are now 
unmistakable. 

The second was a patient under the care of Dr. Hamill at the 
Hospital for Diseases of the Heart. When seen she complained, 
amongst other symptoms, of six weeks’ amenorrhea. Dr. Hamill 
suspected pregnancy, but the patient did not think this possible, and 
further stated that her periods had always been irregular and scanty. 
Abderhalden’s test gave a negative result. Dr, Hamill has not 
examined the patient again, but she states that she has no doubt of 
her condition and has felt foetal movements. 

It is probable that the test was applied too early in this case; 
and we were anxious to repeat it at a later stage of gestation; indeed 
the patient came to St. Bartholomew’s for this purpose, but felt 
unwell and left before the blood was taken. 

In reviewing these cases I draw the following conclusions : — 

1. It is established that the serum of pregnant women contains 
a ferment specific to placental albumen. 

2. This ferment can be demonstrated from the 8th week of 
pregnancy until ten days after delivery. 
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3. That its presence may be demonstrated by the polarimeter or 
dialysis. 


4. That the former method is the more reliable in that the sources 
of error are fewer. 

5. That the accuracy of the test depends upon the most scrupulous 
care in details, and it is only in the hands of an expert that the results 
can be relied upon. 


6. That the ferment is found only when chorionic tissue is present 
in the body. 

7. It is probable that under other conditions the colour reactions 
and optical effects produced by the test may be simulated. 

8. That we have already detected most of the common sources of 


error, and that in the near future the test may be expected to give 
reliable results, 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


Two Cases of Contraction Ring Complicating 
Labour. 


By G. G. Atperson, M.B., F.R.C.S., 
Obstetrical Registrar, University College Hospital, 


The first case occurred in a woman with six previous pregnancies to 
her credit, in all of which the children had been born, alive at full 
term without any difficulty. Labour pains began at midnight. To 
accelerate labour the doctor at 6 a.m, gave 1 cc, of pituitary extract. 
The pains were increased for a time, but as they became less frequent 
and no advance was made, though the os was fully dilated, he 
repeated the same dose twice at three hour intervals. The forceps 
was then applied, but without success, and finally the patient came 
into hospital, 

On admission the general condition of the mother was good. The 
cervix and vulva were cedematous. The heart sounds were 130, and 
much meconium was being passed. The presentation was found to be 
right occipito-posterior. This was corrected to R.O.A., and 
the forceps again unsuccessfully tried. Further examination 
revealed the presence of a contraction ring round the child’s neck. 
Another attempt with forceps under deep anesthesia only drew the 
cervix down to the vulva. As the heart sounds were now irregular 
the head was perforated and crushed, after which it was found 
possible to draw the shoulders separately through the ring and so 
deliver the child. 

Despite the manifold manipulations the mother’s condition was 
still good, the pulse being 88. Her temperature rose to 102° on the 
Ist and 11th days, otherwise the puerperium was normal, 

The second case also occurred in a multipara with six previous 
pregnancies, but from these only three children, including twins, had 
survived, the remainder being still-born or dying shortly after birth. 
Labour began at 3p.m.; at midnight a doctor was sent for. He 
found the os fully dilated and the pains frequent and strong. At 
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1-30, as no progress was being made, he applied forceps, but failed 
to deliver, and so recommended her admission to hospital, 

Her condition on admission was good. The child lay in the 
R.O.A, position, the head being fixed in the brim but overlapping 
the pubes. The diagonal conjugate proved to be four inches. 
The patient was again anesthetized and a more thorough examination 
showed the neck of the child to be tightly grasped by a contraction 
ring. In examining for the ring the head had been disengaged from 
the brim, and as the uterine wall above and below the ring was now 
quite relaxed the head floated freely above the brim while the ring 
lay almost at the level of the umbilicus. The ring was so tightly 
contracted round the neck as to exclude any chance of drawing the 
shoulders through. As the heart sounds could not be heard 
embryotomy was begun. Owing to the narrow pelvis and the freely 
floating head the cephalotripsy was extremely difficult, and till it was 
effected cleidotomy could not be performed with safety. Manipula- 
tions were stopped for a few minutes to consider the advisability of 
abdominal section, and on examining the uterus again the ring was 
found to have relaxed partially. Advantage was at once taken 
of this to draw the shoulders separately through the ring. The 
uterine wall below was sufficiently relaxed to allow of version being 
performed, embryotomy and cleidotomy being necessary to draw the 
foetus through the pelvis, 

The mother’s condition was now bad, the pulse being 160, but 
with rectal saline infusion she rapidly recovered, and the puerperium 
was uneventful. 

In both cases the contraction ring grasped the fetal neck; in 
both it was not detectible by the abdomen, and in both there had 
been unsuccessful efforts at forceps delivery prior to admission. 
Further, both cases presented some obstruction to delivery; in the 
first the occipito-posterior position, in the second the contraction of 
the pelvis, but yet in neither case were the signs and symptoms 
pathognomonic of the retraction ring of tonic uterine contraction 
present, for the uterus, apart from the contraction ring, was not 
contracted but remarkably flaccid. The contraction rings were 
probably caused by the forceps manipulations, but at what stage 
can only be surmised. Thus in the first case the ring may have 
been caused by the first application of forceps so that both the ring 
and the occipito-posterior position militated against delivery or else 
the posterior position in the first place prevented extraction and the 
ring was caused by the repeated manipulations. It is also a question 
whether the pituitary extract or its repetition in excessive doses had 
any influence in causing the ring in the first case, 

The crushing operations were difficult, the second one extremely 
so, so that the question whether abdominal section would not have 
been better treatment may be considered. In neither case could 
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the presence of sepsis resulting from the previous manipulations be 
excluded, and so though Cesarean section would have given a live 
child in the first case, yet had this been followed by panhysterectomy, 
as advised by Dr. Clifford White ! in cases where sepsis is suspected, 
her condition would have been one of greater shock than was the case 
after embryotomy. In the second case, one would have hesitated to 
leave a possibly infected uterus, and the uterus would have been 
removed, whereas the puerperium ran a practically afebrile course. 

As they stand, both cases are further striking examples of how 
well patients stand prolonged vaginal manipulations and how little 
shock results therefrom. 


1. Clifford White. ‘Contraction Ring.” Proc. Royal Soc. Med., Dec. 1912. 
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Perithelioma of the Uterus. 


By Wa. Fietcuer Suaw, M.D. 


Assistant Lecturer in Obstetrics and Gynecology, Manchester 


University; Honorary Assistant Surgeon, St. Mary’s Hospitals, 
Manchester. 


PERITHELIOMA is one of the latest forms of malignant new growth 
which has been described, and the number of cases recorded of its 
occurrence in the uterus is small. Its pathology, however, has been 
carefully worked out, and it is now generally recognized as arising 
from the endothelial line of the perivascular lymphatics, and so 
belongs to the group of sarcomata, 

The interest therefore of new recorded cases must largely depend 
upon their clinical aspect. In reading the records of the already 
published cases one is struck by two facts, the frequency with which 
this new growth occurs with, or in, fibro-myomata of the uterus, and 
therefore the uterus is often removed on account of the fibro-myomata 
and without any suspicion of malignancy; this may also partly 
account for the few cases recorded, many doubtless being thrown 
away as fibromyomata without microscopical examination, the other 
by the low form of malignancy of this new growth. 

Hellier, at the Leeds meeting of the North of England Obstetrical 
and Gynecological Society in April 1913, described a case with this 
form of growth invading the vaginal wall, so advanced as to cause a 
vesico-vaginal fistula and too advanced for operation, and yet this 
patient was able to come up for examination a year afterwards. 

Alban Doran and Lockyer record two cases with peritheliomatous 
changes in fibro-myomata of the uterus one alive and well 4} years 
after operation and the other 2} years after operation, though speedy 
recurrence was expected in the latter as it was doubtful if all the 
growth had been removed (Proc, Obstet. Sect. Roy. Soc. Med., Oct. 
1908). 

I first saw M.R., aged 44, in January 1911, with a history of 
menorrhagia and metrorrhagia for two years. She had lost very 
much blood and was very anemic. I found she had a fibro-myo- 
matous polypus, the size of an egg, extruding from the cervix, which 
I removed under anesthesia, and at the same time carefully examined 
the pelvis. The appendages were matted with old adhesions, the 
uterus a little enlarged but not more than is found in a woman of this 
age who has had a numerous family, and there was no irregularity 


on its surface or in the cavity indicating the presence of other 
fibroids. 
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From this time until April 1913, a period of 2} years, there was 
complete amenorrhea, but, at this date, severe hemorrhage com- 
menced, and I was asked to see her a week later, by which time the 
patient was extremely blanched and collapsed from the loss of blood. 
Again I found a polypus, the size of an egg, protruding from the 
cervix; so I determined to remove the uterus this time, as well as 
the polypus, to prevent a recurrence of these attacks. The patient 
was admitted to hospital the same evening, and the next morning I 
removed the polypus and then did a vaginal hysterectomy, though 
this proved difficult owing to the matted appendages. 

The specimen consists of a uterus with matted appendages 
removed by vaginal hysterectomy and a dark-coloured friable 
polypus, the size of a small orange. Originally the polypus was 
attached to the interior of the uterus, but was removed before com- 
mencing the hysterectomy. 

Sections from the polypus show it to be a fibromyoma extensively 
invaded with perithelioma, the large cells of which are collected 
radially round the blood-vessels. A section taken from the uterine 
wall including the site from which sprang the polypus shows the 
uterine wall to be free from invasion. 

A letter from the patient’s doctor, dated October 17, says: ‘“‘ The 
patient is very well, and shows no sign of recurrence.” 
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A Case of Puerperal Pyzmia. 


By ArcuipaLp Donan, M.D. 


Tue following are some brief notes of a case in which the illness had 
lasted for nearly five months. ‘The main points were these :— 

Normal confinement on May 29; apparent smooth convalescence 
for first eight days; on the ninth day rigor and rise of temperature. 
The temperature continued to rise each day, generally reaching 103° 
or 104° with remissions to about 100°. 

The other features in the case were frequent sickness with the rise 
of temperature. The pulse-rate at this time varied from 68 to 84. 
On examination at this time no definite thickening or lesion could be 
discovered. There was no marked distension of the abdomen. 

About a fortnight after the onset of the illness there was very 
troublesome flatulence and a good deal of pain in the left iliac region. 
At this time a thickening could be felt, per vaginam, in the left 
postero-lateral portion of the pelvis. The thickening seemed to be in 
the outer part of the broad ligament, close to the pelvic wall. An 
examination of the blood was made and streptococci were found to be 
present. Injections of lantol were given and repeated each day for 
five days, but without apparent effect. A vaccine was prepared by 
Dr. Ramsbottom and injections of antistreptococcic serum were also 
employed. 

Towards the end of June the rigors commenced to be frequent, 
sometimes daily. The pulse-rate began to rise slowly. Towards the 
end of the month the patient began to be somewhat delirious during 
the night. About the middle of July there was some abdominal 
distension. 

As the conditions did not seem to be improving, and as it seemed 
undoubtedly to be a case of thrombo-phlebitis, it was decided to open 
the abdomen. The patient was admitted to a nursing home and the 
operation undertaken on July 17. The appendage seemed to be quite 
normal, the intestines were distended, but there was no evidence of 
peritonitis; no roughening or injection of serous surfaces or presence 
of fluid. The broad ligaments were carefully examined, but nothing 
could be found which appeared to be abnormal. As far as the ovarian 
and iliac veins could be traced there was no sign of clot or thicken- 
ing. Nothing, therefore, was done and the abdomen was closed. 

The first result of the operation was a decided improvement. The 
patient’s temperature dropped. She slept better, and there was a 
distinct improvement in her general condition. This, however, only 
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lasted about five days, and she had another rise of temperature, and 
soon after showed all the signs of a pulmonary infarct. She was very 
ill for a time and then the symptoms subsided. 

Towards the end of July for the first time the swelling of the left 
leg was noticed. This was chiefly marked in the thigh and in the 
ankle, 

The case has remained practically one of phlegmasia since that 
date. The patient’s general condition is distinctly better. The 
temperature rarely rises to 101°, and even falls to normal. The 
pulse-rate varies from 98 to 110. Dr. Ramsbottom informs me that 
there are no streptococci to be found in the blood now. He has 
continued to treat the patient with autogenous vaccines and with 
serum, 

The interesting points in the case are : — 


1. The late onset of the illness and the extraordinary slowness of 
the pulse during the first two or three weeks. 

2. The prolonged duration of the illness. 

3. The fact that on abdominal section one could find no evidence 
of thickening of the pelvic veins. 

4. The late development of phlegmasia and the apparently 
gradual transformation of the case from a general infection to a 
localized one. 

5. The extraordinary improvement for a time which followed the 
operation, although nothing was removed and no veins were tied. 

It may also be noted that the use of the vaccines, although they 
may have been instrumental in the improvement which has occurred, 


were not on any occasion followed by any marked or immediate 
improvement, 


NotEe.—November 5th. The patient is now quite well. There was 
deep-seated suppuration in the left thigh, which gradually came to 
the surface at three places. After the discharge of thin sero-pus the 


temperature and pulse dropped to normal and the convalescence has 
been rapid. 
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TECHNICAL MEMORANDA. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 
Obstetrical and Gynecological cases in hospital and private 
practice.) 


An Operation for Incontinence of Urine. 


By Raten Worratz, M.D. (Mch.), Q.U.I. 
Senior Gynecologist to the Sydney Hospital, 


I propose in this paper to deal with only one form of incontinence 
of urine, that arising from a dislocation of the urethra from its 
normal position below the pubic arch. 

A large number of multipare suffer from a minor degree of this 
affliction, that is, on coughing, sneezing, skipping, etc., urine escapes 
on to the clothing to the great discomfort of the patient. In its 
severer form, which is comparatively rare, the unfortunate woman 
is reduced to as pitiable a condition as if there existed a large 
vesical fistula. 

Of fifteen gynecological text-books in my library, only one, that 
of Dudley of Chicago, holds out much hope of cure. He, after 
enumerating the various methods of treatment which have been 
resorted to by different surgeons, most of which, it seems to me, 
were conceived with the idea that desperate diseases require desperate 
remedies, and must frequently have left the patient worse off than 
she was before—proceeds to describe his own ingenious operation, 
which he says “ he has performed with almost uniformly gratifying 
results.” I regret to say that, although I have done the operation 
with rigid adherence to detail and with success, so far as primary 
union is concerned, cure of the incontinence has not been attained. 

Dudley’s operation “ by longitudinal traction tends to straighten 
out the urethrocele and by lateral traction to collapse and hold 
together the dilated walls of the urethra and thus to overcome the 
sacculation at the neck of the bladder.” “It is based on the same 
principle as that proposed by Albarran—advancement of the meatus 
urinarius to the clitoris.” 

It fails, in my opinion, because it does not sufficiently provide for 
restoring the normal curve and lumen of the urethra and for the 
re-attachment of the neck of the bladder to the pubic arch. All the 
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natural canals of the human body are curved—anal, urethral, 
vaginal, inguinal—when in any of them the natural curve becomes 
straightened out, disability of some sort occurs. In operations for 
inguinal hernia and procidentia one of the main objects to be 
attained is restoration of the normal curve and obliquity of the 
inguinal and vaginal canals. Close examination of cases of urinary 
incontinence will show that the urethra has lost its curve and that 
the sphincter is placed at a great disadvantage in having to resist 
intra-abdominal pressure acting along a vertical axis. 

The normal curve of the urethral canal can be, to a large extent, 
restored by advancing the meatus, and at the same time re-attaching 
the neck of the bladder to the pubic arch by buttressing it up with 
fascia drawn from the sides. 

The third requisite, the diminution of the urethral calibre, can be 
attained by forming a convex ridge on its floor. 

These essentials to a cure of this distressing incapacity of the 
bladder function can, I believe, be better attained by the operation 
I submit than by any of the other procedures at present before the 
profession, 

The technique of the operation is best explained by the accom- 
panying illustration, for which I have to thank Dr. J. W. Kennedy, 
of this city. 

It is, of course, understood that when necessary the pelvic floor 
must, at the same sitting, be reconstituted and the uterus kept in 
position by round ligament or ventral suspension operations. In 
minor degrees of the trouble it may not be necessary to advance 
the meatus by the making and uniting of crescentic raw surfaces, 
semi-circling it posteriorly and laterally. The raw surfaces are 
made by denudation or flap-splitting according to the redundancy or 
otherwise of the tissues. The suture material is No, 2 plain catgut, 
except for the crescents where silkworm gut is used. 

I append a report of three cases in which the incontinence was 
most distressing and the difficulty of cure correspondingly great. 
Even when the trouble is intermittent and not constant, as in these 
three cases, it is a source of great discomfort and embarrassment, 


the means of relief must therefore be worth the study of every 
surgeon : — 


Caser. Mrs. F. C. B., 30, well-formed, handsome woman, living 
in New Zealand, gave the following history :—“ One labour a year 
ago; this began with premature rupture of membranes, whereupon 
the doctor said she must be delivered at once, although there had 
been no labour pains whatever. Chloroform was administered and 
instruments were used. She was in such danger from hemorrhage 
that the doctor was not able to leave the house for thirteen hours; 
her life hung by a thread for four days. Since the labour urine had 
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Fig. 1. The denudation somewhat kite-shaped, extending from urethré 
nearly to os uteri. The sutures inserted to form the projecting ridge on 
floor of urethra and neck of the bladder, and thus lessen the calibre of the 
canal, 
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Fig. 2. First row of sutures tied, second row of sutures inserted by 
which the horns of the crescent semicircling the meatus are brought 
together, thus advancing the meatus; the remaining sutures gather in the 
fascia on each side, thus buttressing up the urethra and neck of the bladder. 
In a bad case the horns of the crescent extend higher and nearer the meatus. 
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been escaping continuously. Three operations had been performed, 
but without any benefit whatever. The general health had become 
impaired by confinement to the house.” 

Examination. External genitals macerated. Partial destruction 
of the pelvic floor with rectocele. Urethra and neck of the bladder 
displaced downwards from the pubes, so that the urethral canal is 
quite straight and patulous, external meatus is 13 inches from the 
clitoris. Much scar tissue in the anterior vaginal wall; a vesico- 
vaginal fistula just above the neck of the bladder, admitting one 
finger. Extensive laceration of the cervix into the right fornix. 

Operation. The bladder opening was closed by flap-splitting, 
buried catgut sutures united the bladder, and silkworm gut closed 
the vagina over these. On injecting milk into the bladder it was 
seen to escape from the cervix. The bladder was therefore dissected 
up and another fistula discovered—vesico-uterine; this was closed in 
a similar manner; milk then injected proved the bladder to be 
water-tight. The lacerated cervix was repaired at the same 
sitting. All these wounds united perfectly by first intention, 
and as a result the patient was perfectly dry and comfortable while 
lying down; directly she sat up or walked, however, the urine escaped 
as badly as ever from the displaced and dilated urethra. 

Dudley’s operation was performed, combined with an extensive 
colpo-perineorrhaphy. One month afterwards the patient reported a 
great improvement, urine escaping only on sneezing, etc. Three 
months afterwards she wrote: “ Urine comes away almost as badly 
as ever when on feet.” 

The operation described and figured above was performed. Six 
weeks afterwards the patient told Prof. Watson of Adelaide that she 
was “as well as ever, and a new woman.” Six months afterwards 
the patient wrote to say that there was a slight escape on sneezing, 
etc., if the bladder was full, but not bad enough to make her wish to 
have anything further done. She had become pregnant again, 


Case tr. Mrs. C., wife of a physician, complained of incontinence 
of urine ever since her only confinement, 13 months previously. 
Labour was difficult, necessitating forceps. She could retain urine 
when lying down, but on sitting or moving about there was a 
continuous flow, so that she had to wear a macintosh over diapers in 
order to prevent the wetting of chairs on which she might sit down. 

The medical attendant wrote to say he had given an injection of 
indigo-carmine with a view of discovering the situation of the 
fistula which he felt sure, from the extent of the leakage, must exist. 
The result had been negative. 

Examination. The urethra and neck of the bladder dislocated 
downwards, and pouching into introitus vagine. The pelvic floor 
fairly normal. The uterus in normal position; a sound introduced 
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into the urethra showed the canal to be unduly wide and straight. 
Milk injected into the bladder escaped only by the urethra. 

January 16, 1913. Operation as described. Patient left the 
hospital on February 1 with perfect control of urine. Her husband 
wrote last month to say the patient had become pregnant again, 
and “has had no return of her trouble, I am thankful to say.” 


Case ut. Mrs. A., 27, complains of incontinence of urine and 
feeces since the birth of her only child nine months ago. Labour 
was extremely difficult; the child was still-born; convalescence was 
protracted. The incontinence of urine is marked only when patient 
is erect, but “ her clothing is constantly wet during the day.” 

Examination. Complete rupture of the perineum with slight 
protrusion of the rectal mucosa. The urethra and neck of the 
bladder dislocated downwards and presenting at the ostium vagine. 
The cervix partly destroyed, so that it is practically flush with 
the vaginal vault. Much scar tissue and fixation of the vault, which 
is very high. 

Operation on April 1. In scrubbing the vagina it was discovered 
that faces issued from the uterus; a finger in the rectum high up 
and a sound in the uterus came in contact, and enabled me to make 
out a small recto-uterine fistula. Owing to the height and fixation 
of the vault it was quite impossible to pull down the uterus to 
allow of its being dissected off and the rectal opening closed; it was 
evident this could be accomplished only by the abdominal route. I 
contented myself at this operation, therefore, with repairing the 
complete rupture of the perineum and performing the operation for 
dislocation of the urethra. Six weeks afterwards the patient stated 
there had been no further trouble with the urinary incontinence; 
the sphincter ani was perfect, and the recto-uterine fistula gave 
trouble only when the bowels were loose. “ She would consider 
the question of further operation for this.” 
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Ergot and its Preparations. 

Carr and Date. (Paper read before the British Pharmaceutical Confer- 
ence on July 23rd.) 

Since the last revision of the British Pharmacopoeia in 1898 our knowl- 
edge of the chemistry and pharmacology of ergot has been advanced to so 
great an extent, that it is now possible to devise processes for the official 
ergot preparations based upon the known properties of the active ingredi- 
ents, instead of adhering to the empirical methods which were necessarily 
adopted at the time of the previous revision. 

The properties of the most important active substance in ergot, namely, 
the alkaloid Ergotoxine, are such that the usual methods employed for 
making extracts of ergot tend to exclude rather than to include it, an 
explanation is thus given of the uncertainty with which these preparations 
are regarded by some members of the profession. The authors further 
recommend processes by which pharmacopoeial preparations of high 
activity may be made. 

The chief active principles of ergot are Ergotoxine, 8B hydroxypheny- 
lethylamine (‘Tyramine’) and £-iminazolylethylamine (‘Ergamine’) all of 
which can now be obtained in pure cystalline condition. 

The alkaloid Ergotoxine is the essential active principle of ergot and 
is capable by itself of producing the true therapeutic effect of ergot. The 
amines “Tyramine’ and ‘Ergamine’ have also an important stimulant action 
upon the muscular wall of the human uterus and their presence in ergot 
extracts is a useful adjuvant to the action of the Ergotoxine, to the latter, 
however, greatest importance is attached. Although the amines are readily 
extracted by water and so are present in extracts and infusions, Ergotoxine 
has properties exceptional in an alkaloid, whereby it is very apt to be left 
unextracted or to be precipitated from solutions. Its salts are very little 
soluble in water though they may form colloidal solutions from which they 
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are thrown down by strongly ionised acids or their salts. Ergotoxine is 
unstable in the presence of alkalis, while heating with strong alcohol 
converts it to inert ergotinine. 


With a knowledge of these properties the reader will easily understand, 
what the authors have actually found to be the case, namely, that as made 
under pharmacopeeial directions both the Extractum Ergote (Ergotin) and 
Extractum Ergote Liq. possess but an insignificant proportion of the 
activity of the ergot, for in the former instance the alkaloid extracted 
initially by alcohol is precipitated firstly by the removal of the alcohol 
during evaporation and secondly by the addition of hydrochloric acid; 
such addition would precipitate Ergotoxine from pure solutions, but in this 
instance the process is facilitated by the absorbent action of the resins also 
thrown down; while in the latter instance the liquid extract, which is made 
with water, contains only a very small proportion of the sparingly soluble 
Ergotoxine, the amount so dissolved being slightly greater in the case 
of a particularly acid ergot or if fermentative changes set in during the 
process. These extracts are rich in amines and to such they chiefly owe 
what activity they possess, which, however, does not in any way represent 
the true clinical value of the drug. 


On similar grounds the Infusum Ergotz is criticised, while the instabi- 
lity of the ammoniated tincture is accounted for by the action of the 
added alkali. 


The authors propose a revision of that section of the British Pharima- 
copeeia relating to ergot and indicate the following changes :— 


1. The present Extractum Ergotee to be abandoned and, if necessary, a 
total extract made with 60 per cent. alcohol acidified with citric acid, 
substituted for it. 


2. The fluid extract of the United States Pharmacopceia, made with 
49 per cent. alcohol containing 2 per cent. of acetic acid, should take the 
place of Extractum Ergotee Liq. 


3. The Injectio Ergotz to be abandoned and suitable salts of Ergotoxine, 
either alone or combined with the active amines, Ergamine and Tyramine, 
to be employed in place of it. 


4. The adoption of a liquid extract such as that described would render 
the tincture unnecessary, but such if retained should be made by percolation 
with 60 per cent. alcohol without ammonia. 


Another point of interest noted is that it has been shown by testing 
ergots of other grasses, such as that of wheat and of a wild grass from 
New Zealand called festuca arundinacea, that they possess even more 
activity than ergot of rye. Ergot of festuca being found approximately 
three times as active as good rye ergot and ergot of wheat slightly more 
active than the latter. The authors suggest that if an acceptable method 
of testing ergot can be found, such ergots should receive official sanction. 


Urethral Diverticula. 

FromME (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) records two cases 
of this condition, and reviews the cases previously recorded. He considers 
that no unexceptionable case of the congenital existence of this condition 
has yet been published. Most are the result of accidents during labour, 
the submucous coat of the urethra giving way before pressure with a 
consequent hernia of the mucous membrane. R.W.]J. 
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Treatment of Injuries to the Ureter. 

MAcKENRODT (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) considers that in 
cases of injury to the ureter the safest and surest method of treatment is the 
extirpation of the kidney on the affected side, always provided the other 
kidney is healthy. If there is any dubiety as to the functional capacity 
of the other kidney, he prefers to bring the cut end of the ureter out on to 
the lumbar aspect of the body, and then later, after the immediate danger 
is over, to close the ureteral stump and so cause atrophy of the kidney, or 
else to perform nephrectomy. R.W.J. 


Menstruation. 

FISCHER (Gynekol. Rundschau, 1913, Hit. 18). A critical review of the 
literature of 1912. Special attention is paid to the latest theories of the 
cause of menstruation. Dysmenorrhcea and amenorrhoea are also con- 
sidered. R.M.A. 


Tuberculosis of the Uterus. 

J. W. THomson (Lancet, October 4, 1913) having first gone briefly into 
the various ways that tuberculous disease may affect the uterus; describes 
a case in a woman of 20 who had no family history of tuberculous disease, 
but at the age of 18 she had had several attacks of appendicitis relieved by 
appendicectomy, the operation proving somewhat difficult owing to adhe- 
sions, she was admitted to hospital on account of dysuria. The urine 
contained large quantities of pus from which the B. coli was isolated but 
no tubercle bacilli. 

The pus in the urine varied and when it became small in amount there 
was pain in the abdomen accompanied by fever. 

Cystoscopic examination revealed no abnormal communication with the 
bladder but a few tubercles around the right ureteric orifice, but the 
examination was difficult. 

As neither of the kidneys were palpably enlarged sufficiently to account 
for the pus, the abdomen was opened. 

The bladder was found adherent to a retroverted uterus over an area 
the size of a florin, on separating the two a communication admitting a 
finger was found leading from an abscess cavity in the uterus to the bladder, 
after freeing the rest of the uterus from intestine with some difficulty, it 
was removed and a suprapubic drain left in. 

Pus disappeared from the urine and the patient, in spite of a faecal 
fistula that developed, began to put on weight and left hospital to undergo 
special treatment. 

A histological report of the uterus is given and the author concludes 
with a few remarks on the cases. J.M.W. 


Hzmatometra: Removal of Cornu: Subsequent Pregnancy. 
Gross and FruHINSHOLZ (Annales de Gynéc. et d’Obstét., Sept. 1913) 
publish an after-history of an operation for hamatometra, performed by 
Gross in June 1908. A single woman, aged 21, suffered from a painful 
swelling in the left iliac fossa. The periods were regular and associated 
with severe attacks of pain in the region of the swelling. Haematosalpinx 
was diagnosed. Gross, on opening the abdominal cavity, detected a left 
hzematosalpinx communicating with a haematometra, the latter representing 
the left uterine cornu which joined a normal right cornu by an impervious 
cord-like bridge of uterine tissue above the cervix. The cord was divided 
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and the affected parts removed. In July 1911 the patient was married. 
The periods continued regular until April 1912. Then pregnancy developed, 
the abdominal cicatrix becoming intensely pigmented. Labour pains began 
in the third week in January, 1913. On the second day, as dilatation of the 
cervix was slow, the membranes were ruptured, and twenty minutes later 
a male infant weighing over five and a quarter pounds was delivered, the 
placenta, fourteen ounces in weight, coming away shortly afterwards. The 
patient recovered speedily. The uterus, the authors observe, was of the 
uterus bicornis unicollis type. They term this class of operation, removal 
of the hamatometric uterus with preservation of the normal cornu, “‘sub- 
total hemihysterectomy.” They have collected 19 cases where this 
operation has been undertaken, but their case is the only instance where 
pregnancy developed afterwards in the normal cornu. [Compare Leonard 
Blackstone, ‘‘Case of Oligo-hydramnios with partial Amputation of a Foot 
in a Uterus Unicornis,’’ Lancet, vol. i, 1909, p. 761. In 1904 the present 
Reporter performed ‘‘ subtotal hemihysterectomy ”’ and reported the case 
in this JourNaL, ‘‘Cornual Pregnancy; Rupture: Pregnancy in opposite 
Cornu after Operation,’’ vol. ix (June 1906), p. 448. One year later a child 
was born, the vertex presenting, and eighteen months afterwards another 
labour occurred, the breech presenting. Once more the patient became 
pregnant and was delivered prematurely in October 1908. Blackstone 
describes the condition of the foetus in full. The gravid cornu, removed in 
1904, is now preserved in the series of pathological preparations presented 
by Dr. Cuthbert Lockyer to the Museum of Charing Cross Hospital.—Rep.) 
A.D. 


The Etiology of Uterine Myomata. 

HERMANN FrEuND (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) states that 
not only adenomyomata but also ordinary myomata may, to a demonstrable 
extent, develop from epithelial ‘ rests.’ The epithelial elements subse- 
quently disappear as the result of the growth and pressure of the tumour. 

Imperfectly developed uteri, and in particular the double uterus, are 
more prone to become the seat of such myomata, and of tumour growths 
in general. General constitutional anomalies also act as a predisposing 
cause, amongst which infantilism deserves special mention. R.W.J. 


Primary Cancer of Fallopian Tube. 

Fony6 of Buda Pest (Zentralbl. f. Gynik., September 6, 1913) reports 
two cases in his own surgical practice, adding instructive photomicrographs. 
The first patient was fifty years of age and had been three times pregnant. 
The menopause had been complete for two years. She had noted for some 
time an abdominal swelling and remembered that she had been subject to a 
sanious watery discharge after every period, during the years preceding the 
menopause. For three or four months the swelling had remained 
stationary. Fonyé defined a hard tuberous swelling on the right side of 
the abdomen reaching downwards into the right fornix, whilst there was a 
similar mass on the left, reaching down as low as the anterior fornix. 
Multiple subserous myoma was diagnosed. Abdominal section was 
performed. The Fallopian tubes were found to be converted into two 
sausage-shaped tumours and both were amputated; a wedge-shaped piece 
of each uterine cornu being excised with them. The right adhered strongly 
to the omentum, small intestine and pelvic peritoneum. Each tube formed 
a tumour about five and a half inches in length by two and three quarters 
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deep, with prominent softening tuberous masses on their surface, showing 
the appearances of papillomatous cancer. A solid metastatic growth os 
big as a small fist sprang from the diaphragm, it had grown into the 
substance of the liver and pushed up the pericardium on its upper surface. 
The ovaries lay under the concavity of the tumours, they were shrivelled, 
and showed angiodystrophia, but were devoid of malignant elements. The 
patient died on the third day after the operation, from septiceemia. 
Fony6’s second patient was 56 years old, she had been three times pregnant, 
the last delivery occurring twenty years before her illness. The menopause 
had been established five years. ‘Three years before Fonyé was consulted, 
a swelling as big as a hen’s egg had been detected by her doctor, it grew 
slowly but gave pain. In the second year there was an attack of more 
severe pain associated with odourless bloody discharge. The patient 
became troubled with dysuria. Fonyé found that the abdomen was as 
distended as in normal pregnancy at the eighth month. A large tense cyst 
reached as high as the epigastrium and a sausage-shaped body lay against 
its left border and could be slid about over its surface. Neither growth 
reached down below the pelvic brim. At the operation the cystic tumour 
proved to be, as diagnosed, a common ovarian cyst. It had opened up the 
broad ligament and adhered to the omentum. It was removed with the 
sausage-shaped body which was the right or corresponding Fallopian tube, 
not the left. It was about six inches long by two in thickness, its isthmic 
portion, uninvolved in the dilatation and the new growth, formed a pedicle 
two inches long and over an inch thick. On section the tumour substance, 
which completely filled the lumen, was found to be hard and scirrhous-like. 
The growth was doubtless papillomatous in origin, but whilst the tumour 
in the first case showed abundant cylinder-celled epithelium, in this instance 
there were collections of epithelial pearls in the tumour substance, and 
they were covered with stratified epithelium. The patient was in good 
health three years after Fouyé removed the diseased right ovary and tube. 
[Fonyé gives a very complete account of the histology of the tumours. In 
his summary he has omitted the important reports of Professor Herbert 
Spencer, Drs. Walter Tate and Bryden Glendining and Mr. T. P. Legg, 
and the summary and tabulation of 100 cases in the JOURNAL OF OBSTETRICS 
AND GyN&COLOGY, vol. xvii (January 1910), p. 1.—REpP.] A.D. 


Bilateral Ligature of Tubes in Cesarean Section and Subsequent 
Pregnancy. 

PiaucHu (Bulletin de la Soc. d’Obstét. de Gynéc. de Paris, etc., May 
1913, p. 479) performed a third Ca:sarean section on the same patient in 
January 1911. He tied each Fallopian tube very firmly with stout silk. 
In August 1912 Delore excised a large hernial pouch in the abdominal 
cicatrix. He could find no trace of either ligature on the tubes, and to 
oblige Plauchu he amputated one tube with its ovary. The tube which 
Plauchu had neither resected in part nor even simply divided, had separated 
into two pieces, the two stumps projecting under the mesosalpinx, quite 
apart. Delore declared that the opposite tube, which he did not remove, 
presented the same appearances. The tube from the ostium to the closed 
cut surface of the distal half was pervious, but the cut surface was devoid 
of any ostium nor could an ostium be detected on the free end of the 
proximal stump. Two months after Delore had repaired the incisional 
hernia, the patient once more became pregnant. Hence there must have 
been an orifice on the free end of the proximal stump. ([Reporter, in a 
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paper on ‘‘ Pregnancy after Removal of both Ovaries for Cystic Tumour,’’ 
Trans. Obstet. Soc., vol. 45, 1902, p. 231, Showed that the ligatured stumps 
of the Fallopian tubes sometimes resumed their functions after ovariotomy 
and odphorectomy,according to the evidence of several reports. This seems 
clearly what occurs after ligature or excision of the tubes in Czesarean 


section. The proximal end of the ligatured or excised tube manages to 
become pervious.] A.D. 


Ovulation, Conception, and the Duration of Pregnancy. 

FRAENKEL (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) asks the question— 
Is the ovum fertilised immediately after ovulation or not until after the 
following menstruation? From an investigation of numerous cases where 
woinen have become pregnant in the absence of menstruation he concludes 
that conception follows closely on ovulation. Ovulation, again, he believes 
to occur some time after menstruation. Accordingly he arrives at the 
conclusion that the normal duration of pregnancy is not so long as it is 
generally regarded to be—probably about 265 days. R.W.J. 


The Decidua considered as a Gland of Internal Secretion. 

GENTILI (Annali di Ostetricia, August 1913) describes researches made 
to determine whether the uterine decidua acts as a gland of internal 
secretion. He refers to Sfameni’s treatise ‘‘ The Placenta and its origin,”’ 
in which, the author expresses the opinion that the active dilatation of the 
uterus is due not only to the influence of the corpus luteum but to that of 
the decidua. The histologic affinity, between the glands of internal 
secretion and the decidua is sufficiently striking to lead one to surmise 
that they might also resemble each other in function, and, to investigate 
this likeness, Gentili instituted a series of experiments, obtaining aqueous 
decidual extract from various animals, and, in two sets of experiments, 
from the human decidua after Cesarean section. He found that human 
bovine, and canine decidual extracts were extremely toxic even in small 
doses, when injected into rabbits intra-venously. Decidual extracts from 
rabbits and guinea-pigs were toxic to a much less degree, when injected 
into animals of the same species. The physical signs and symptoms 
following injection were similar to those produced by intra-venous injec- 
tions of glands of internal secretion, but decidual injections were more toxic 
than endo-crinal to animals of diverse species. The post-mortem appear- 
ances of the various organs is similar to that in animals dead atter 
injection of extracts of similar organs or of glands of internal secretion. 
A similar increase of resistance was shown to varying strengths of injection, 
and also a like reaction to extracts which had been in contact with blood- 
serum at 37° for a certain time. 

All these facts authorize the conclusion that, in the decidua, there exists. 
a substance which favours the intra-vital coagulation of the blood, and 
which may be neutralised by the serum of the blood of animals of the same 
species from which the decidua is obtained. It is noted, especially in the 
decidua of the cow, that toxicity is greater when the extract is taken in the 
first months of pregnancy. The symptoms which occur after the injection 
of sub-lethal doses approach more nearly to those caused by injections of 
organs of internal secretions than of other organs such as lungs or lymph- 
atic glands. Independently of their toxic power, decidual extracts have a 
constant influence on the blood-pressure, causing a rapid and characteristic 
lowering. Even in small doses, they weaken the systolic wave and disturb 
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the cardiac and respiratory rhythm. These effects are not modified by 
preceding injections or by mixing with blood-serum. Similar though less 
marked effects are produced by injections of corpus luteum. Even on a 
frog’s heart, decidual and corpus luteum extracts show typical effects. It 
is therefore evident that, to regard the decidua as a gland of internal 


secretion is not only a logical hypothesis but a fact, verified by a series of 
experimental proofs. J.H.F. 


Liver Function During Pregnancy. 

Neu and KELLER (Monats, f. Geb. u. Gyn., Bd. 38, Hft. 4). The authors 
have endeavoured to estimate the function of the liver during pregnancy 
by the levulose method. The sugar content of the blood was estimated 
instead of that of the urine, because the kidneys during pregnancy are 
frequently excreting many abnormal substances. 

Their results were:—(a) Pregnant cases—before administration of 
leevulose o'069 per cent. sugar in the blood; after 60 grams levulose 
o'092 per cent.—a difference of 0'023 per cent. (b) Non-pregnant cases gave 
respectively o’081 per cent. and o’085 per cent—a difference of 0’004 per cent. 

They do not claim this method to be absolutely certain. But all other 
methods give negative results regarding the liver functions during 
pregnancy. 


The literature of the subject is summarised and the conflicting theories 
are compared. R.M.A. 


Inflammation as the Cause of “Ectopic” Decidua or Paradecidua, 

Ropert MEYER (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) has made an 
elaborate investigation of the literature regarding the presence of decidual 
cells in various unusual situations, and has personally examined several 
cases. He figures two cases in which he found decidual islands in the 
ovary in the fourth and fifth months of pregnancy. The etiological 
connection with inflammation is sometimes quite clear, the cells being 
found in fresh granulation tissue of adhesions to the ovary, or in similar 
tissue in the substance of the organs. Sometimes there is a more or less 
marked small-celled infiltration around the decidual island. In other cases 
the connection is not so obvious and the author argues in considerable 
detail in support of his contention. 

The occurrence of decidua in the uterine ligament, in the peritoneum 
covering the uterus, tubes, pelvis and bowel, in the mucosa of the tube 
and the cervix, in cervical polypi, in adenomyomata, and in heterotopic 
epithelial growths is discussed at length, especially from the point of view 
of this etiological theory. A valuable bibliography is appended. 

R.W.]J. 


The Decline of the Birthrate in Relation to Artificial Abortion and 
Sterilisation. 

FEHLING (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1), in the course of a 
short article on this subject, states that apart from such conditions as 
contracted pelvis, placenta praevia aud eclampsia, pulmonary tuberculosis 
is the main province for the induction of abortion or more rarely of 
premature labour. His practice is to induce abortion in those cases in 
which the physical examination of the lungs gives reason to believe that 
subsequent sanatorium treatment will result in a cure. Furthermore, he 
has recourse to the operation only when the married couple have expressed 
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in writing their willingness for subsequent sterilisation to be produced. 
This is the salient point as it prevents the indication for the operation 
from being regarded lightly, and also prevents the operation being done 
repeatedly on the same woman. In older women he follows Bumm’s 
practice of removing uterus and appendages by vaginal section. In 
younger women he evacuates the uterus and removes the tubes at one 
sitting. 

In this way, he believes that race hygiene is advanced, while at the 
same time the birth of weakly or unfit children is prevented. 

R.W.]J. 


Cardiac Disease and Pregnancy. 

SCHERER (Gynekol. Rundschau, 1913, Hit. 19). This is an account of 
51 cases of heart disease occurring in 17,260 deliveries at the Buda Pest 
klinik. Eleven cases were fatal. The article is illustrated by many tables, 
giving full particulars regarding the effect the cardiac lesions had on 
pregnancy and labour. R.M.A. 


Treatment of Toxzmias of Pregnancy with Serum and Ringer’s 
Solution. 

R. Freunp (Zeit. f. Geb. u. Gyn., Bd. Ixxiv, Hft. 1) has had the 
opportunity in Franz’s clinic of treating several cases of the toxzemias of 
pregnancy—skin diseases, hyperemesis, and eclampsia—with serum and 
Ringer’s solution, and this paper records his results. He believes that in 
all cases of skin disease due to this cause, and in hyperemesis the sub- 
cutaneous infusion of 200 c.m. of sterilised Ringer’s or Locke’s solution, 
repeated if need be two or three times, is to be recommended. In the event 
of this treatment failing, he advocates the subcutaneous or intravenous 
injection of 20 c.m. of horse serum or serum of healthy pregnant women. 

In regard to eclampsia he speaks less assuredly, although his results 
were not discouraging. 

The author also speaks well of the prophylactic employment in the 
toxaemias of pregnancy of solutions of potassium and calcium salts, on the 
supposition that the benefits of serum treatment are due at least as much 
to its contained salts as to its colloids. R.W.]J. 


Lithopzdion. 

BIENER (Monats. f. Geb. u. Gyn., Bd. 38, Hft. 4). This is an account 
of a woman, aged 54, who died from chronic Bright’s disease and heart 
failure. Post mortem a lithopaedion was found attached to the mesentery. 
The left tube showed the scar of an old rupture in the ampullary portion 
and the foetus was about five months old. Menstruation had ceased at 35 
and her history was negative regarding pregnancy at that time. Nothing 
was felt during life in the abdomen. 

The literature of the subject is given in detail. R.M.A. 


Pituitary Extract. 

PupreL (Monats. f. Geb. u. Gyn., Bd. 38, Hft. 4) gives the following 
indications for its use :—Uterine inertia in the second stage with vertex, 
face or breech presentation; placenta praevia, after correction of lie of 
foetus or following insertion of bag; post partum atony; preparatory to 
Ceesarean section or pubiotomy; induction of labour in cases of protracted 
pregnancy; in miscarriages in conjunction with a Champetier bag. 
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It is contraindicated in abortion, contracted pelvis, threatened rupture, 
abnormal presentations, heart and kidney disease and eclampsia, foetal 
distress. 

Its effect is uncertain in the first stage, in primary inertia, induction 
of premature labour and in cases where the membranes have ruptured early 
in labour R.M.A. 


Pituitrin in the First Stage of Labour. 

NEUWIRTH (Miinch, med. Woch., No. 38, September 1913) reports the 
following case. Patient, cet. 33, i-para, was sixteen hours in labour. The 
cervix admitted one finger; the membranes were unruptured; the pelvis 
was slightly contracted. N. gave injections of pituitrin and in two hours 
the head had become visible at the vulva, and delivery of a living child 
followed. Without pituitrin high forceps would have had to be employed 
with the accompanying risks to mother and child. He refers to the objec- 
tions raised against using pituitrin in the first stage of labour, and he 
quotes a fatal case, from rupture of the uterus following its use. In the 
case N. reports it acted remarkably well. J.A.C.K. 


Semi-unconsciousness in Midwifery Produced by Hyocine 
Solution. 

SIEGEL (Miinch. med. Woch., No. 41, October 1913) refers to the unreli- 
ability of sterilised hyocine solution necessitating its combination with 
morphia or other alkaloids. He emphasises the great importance of 
accurate dosage, and he attributes the unpopularity of this method of treat- 
ment to the unreliability of the preparation. Straub recommends the 
addition of alcohol mannit whereby the solution is rendered reliable even 
after fifteen months. By its use the pains are unaffected, and the duration 
of labour was no longer than in ordinary cases. S. records 22 cases, where 
there were 22 living children; of these, 20 were spontaneous births, and 
in two cases the forceps were employed. One deeply asphyxiated child 
died three-quarters of an hour after delivery. S. gives tables comparing 
the results between the administration of fresh hyocine solution and mannit. 
He also gives further statistics showing the harmlessness of this treatment 
to the child. J.A.C.K. 


The Retraction Ring as a Cause of Obstruction to Labour. 

R. JARDINE (Lancet, October 4, 1913) read a paper on this subject before 
the Edinburgh Obstetrical Society showing a specimen, a photograph of 
which appears in the above Journal. 

The specimen, removed post mortem, was from a case of a face presenta- 
tion, mento posterior, where forceps had been tried and failed, so internal 
version was attempted with a fatal result owing to rupture of the uterus. 

The author divided his paper up into 

I. Cases in which the retraction ring forms in front of the presenting 

head. 

II. Cases in which the retraction ring forms above the presenting head. 
III. Cases in which the retraction ring forms in breech presentations. 
And discusses (a) the causes, (b) the diagnosis, (c) the prognosis, (d) the 
treatment; and under the last heading lays special stress on the fact that 

when the child is alive Caesarean section is the ideal treatment. 
J.M.W. 
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Death of the Child from a True Knot of the Cord. 

Ho.zapre, (Zeit. f. Geb. u. Gyn., Bd. lxxiv, Hft. 1) records a case of this 
distinctly rare fatality. The mother, a primigravida of 24, felt a cessation 
of foetal movements two days before the onset of labour. The child was 
born dead and very slightly macerated. The cord was 118 cm. (47 in.) 
long and in the middle was a knot, tightly drawn. The proximal half of 
the cord and the umbilicus were cedematous and blood-stained, the distal 
half thin and paler in colour. On examination the cord was found to 
contain a vein and only one artery. On the proximal side of the knot 
these vessels were markedly thickened, partly owing to an increase in the 
muscular and connective tissue elements of their walls, and partly to the 
cedema of the walls. R.W.]J. 


Embryotomy: Head left in Uterus for over Three Months. 
FUNCK-BRENTANO (Bulletin de la Soc. d’Obst. et de Gynéc. de Paris, 
June 1913) attended a patient at the Maternité de Saint-Louis, two years ago, 
for chronic vaginal discharge following abortion at the sixth month. Small 
pieces of bone came away with the discharge. The patient was twenty-nine 
years of age. She had been three times pregnant, all within the preceding 
three years. The first pregnancy ended by abortion at the fourth month 
after a fall down stairs, the second was associated with uncontrollable 
vomiting, and labour was induced in the middle of the seventh month. 
Pains set in at the end of the sixth month of the third pregnancy, and the 
child died and was retained for fifteen days. The patient was admitted 
into a hospital and the foetus was taken away piecemeal, the operation 
proved difficult. On the second day the curette was applied, for the 
temperature continued high and blood came away as before the operation. 
Some small bones were removed. For a month afterwards hzmorrhages 
and feverishness continued. Curetting was once more practised, and on 
this occasion a big piece of bone was extracted. The two unfavourable 
symptoms ceased, but free leucorrhoea set in, the discharge grew sligthly 
fetid and contained particles of bone. Three months and a half after the 
embryotomy the patient came under Funck-Brentano’s care. The uterus 
was enlarged, its cavity measured over 5} inches and it was deflected 
towards the left. The tip of the sound touched, at several points in the 
uterine wall, a rough, hard substance. A laminaria tent was introduced 
and the temperature rose; an iodine injection was administered on the 
next day after removal of the tent. A day later another laminaria tent was 
inserted into the uterus, but the temperature rose to over 102°. Funck- 
Brentano dilated the cervix with Hegar’s instruments, but could not get 
his finger into the uterine cavity. He passed in a curette and after some 
trouble and much doubt, brought away a piece of foetal cranial bone. He 
next succeeded in removing the rest of the cranium bit by bit. This 
process proved both difficult and dangerous, as the parietals, frontals and 
occipitals had become intimately adherent to the uterine walls, which were 
thin and soft; there was great danger of perforation by the curette. The 
operator kept his left hand steadily on the abdominal walls as he plied the 
curette, the last pieces of the skull were the most difficult to get away. 
However, at last he succeeded in removing an almost entire cranium, which 
had been retained from April 30, 1911, to August 10, the foetus having been 
dead since about April 15. The interior of the cranium had been curetted 
twice without its nature being recognized, and an expert was puzzled even 
when he made use of the sound. Another remarkable fact about the case 
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is that the catamenia re-appeared in June and July and the show seems to 
have been normal. The patient’s temperature rose to over 100° on the 
night after the removal of the cranium, but soon fell to normal. A.D. 


Breast Feeding : The consumption of breast milk. 

Davip ForsytH (Lancet, June 14, 1913) commences with the fact that, 
in spite of the great advances in the knowledge of artificial feeding that 
have been made in the last half century, very little has been done to 
increase our knowledge of breast feeding. 

The most systematic observations being made by Pritchard, Carter and 
Pitt, who estimated all the feeds of and number of babies in the Marylebone 
Infirmary until the twenty-first day after birth. 

This, he says, is for the poorer classes, but he is not aware of any records 
of the better classes, so he gives the record of a case from the fifth to the 
forty-ninth day. 

There are in all four tables :— 

I. Weekly consumption of milk. Total milk and daily average. 

II. Daily breast milk in fourth week. 

III. Average size of feed. Each week. 

IV. Largest and smallest feed. Each week. 

And the tables show extraordinary discrepancies that occur, e.g., a feed of 
125 cc. twice in the second week and one of 40 cc. on the forty-third day. 

Lastly, he comments on the. ‘‘Variability in the consumption of milk 

and the difficulty in accounting for it.’ J.M.W. 


Breast Feeding : Dr, Variot’s teaching. 

D. H. D. Cran (Lancet, June 14, 1913). ‘‘Let the child on the breast 
drink according to its appetite.’’ With this platitude of Dr. Variot’s the 
author commences and then goes on to give outlines of the methods of 
infant feeeding used in France during the last fifteen years. 

The chief comments are laid on Budin’s teaching on breast feeding, i.e., 
of allowing the child to take only a limited quantity at each feed (100 
grains of milk per kilo of body weight), and this quantity to be estimated 
by weighing the child before and during the feed; and Variot’s teaching, 
which is practically the opposite and allows the child its fill so to speak. 

He then gives the symptoms of ‘‘hypoalimentation” and its treatment 
by increasing the amount of food taken, and concludes with statistics made 
in the Hospices des Enfants-Assistés and his own conclusions drawn from 
them. J.M.W. 








238 Journal of Obstetrics and Gynzcology 


Death of the Child from a True Knot of the Cord. 

Ho.zaprel, (Zeit. f. Geb. u. Gyn., Bd. xxiv, Hft. 1) records a case of this 
distinctly rare fatality. The mother, a primigravida of 24, felt a cessation 
of foetal movements two days before the onset of labour. The child was 
born dead and very slightly macerated. The cord was 118 cm. (47 in.) 
long and in the middle was a knot, tightly drawn. The proximal half of 
the cord and the umbilicus were cedematous and blood-stained, the distal 
half thin and paler in colour. On examination the cord was found to 
contain a vein and only one artery. On the proximal side of the knot 
these vessels were markedly thickened, partly owing to an increase in the 
muscular and connective tissue elements of their walls, and partly to the 
cedema of the walls. R.W.J. 


Embryotomy: Head left in Uterus for over Three Months. 
FUNCK-BRENTANO (Bulletin de la Soc. d’Obst. et de Gynéc. de Paris, 
June 1913) attended a patient at the Maternité de Saint-Louis, two years ago, 
for chronic vaginal discharge following abortion at the sixth month. Small 
pieces of bone came away with the discharge. The patient was twenty-nine 
years of age. She had been three times pregnant, all within the preceding 
three years. The first pregnancy ended by abortion at the fourth month 
after a fall down stairs, the second was associated with uncontrollable 
vomiting, and labour was induced in the middle of the seventh month. 
Pains set in at the end of the sixth month of the third pregnancy, and the 
child died and was retained for fifteen days. The patient was admitted 
into a hospital and the foetus was taken away piecemeal, the operation 
proved difficult. On the second day the curette was applied, for the 
temperature continued high and blood came away as before the operation. 
Some small bones were removed. For a month afterwards hamorrhages 
and feverishness continued. Curetting was once more practised, and on 
this occasion a big piece of bone was extracted. The two unfavourable 
symptoms ceased, but free leucorrhoea set in, the discharge grew sligthly 
foetid and contained particles of bone. Three months and a half after the 
embryotomy the patient came under Funck-Brentano’s care. The uterus 
was enlarged, its cavity measured over 5 inches and it was deflected 
towards the left. The tip of the sound touched, at several points in the 
uterine wall, a rough, hard substance. A Jaminaria tent was introduced 
and the temperature rose; an iodine injection was administered on the 
next day after removal of the tent. A day later another laminaria tent was 
inserted into the uterus, but the temperature rose to over 102°. Funck- 
Brentano dilated the cervix with Hegar’s instruments, but could not get 
his finger into the uterine cavity. He passed in a curette and after some 
trouble and much doubt, brought away a piece of foetal cranial bone. He 
next succeeded in removing the rest of the cranium bit by bit. This 
process proved both difficult and dangerous, as the parietals, frontals and 
occipitals had become intimately adherent to the uterine walls, which were 
thin and soft; there was great danger of perforation by the curette. The 
operator kept his left hand steadily on the abdominal walls as he plied the 
curette, the last pieces of the skull were the most difficult to get away. 
However, at last he succeeded in removing an almost entire cranium, which 
had been retained from April 30, 1911, to August 10, the foetus having been 
dead since about April 15. The interior of the cranium had been curetted 
twice without its nature being recognized, and an expert was puzzled even 
when he made use of the sound. Another remarkable fact about the case 
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is that the catamenia re-appeared in June and July and the show seems to 
have been normal. The patient’s temperature rose to over 100° on the 
night after the removal of the cranium, but soon fell to normal. A.D. 


Breast Feeding : The consumption of breast milk. 

Davip ForsytH (Lancet, June 14, 1913) commences with the fact that, 
in spite of the great advances in the knowledge of artificial feeding that 
have been made in the last half century, very little has been done to 
increase our knowledge of breast feeding. 

The most systematic observations being made by Pritchard, Carter and 
Pitt, who estimated all the feeds of and number of babies in the Marylebone 
Infirmary until the twenty-first day after birth. 

This, he says, is for the poorer classes, but he is not aware of any records 
of the better classes, so he gives the record of a case from the fifth to the 
forty-ninth day. 

There are in all four tables :— 

I. Weekly consumption of milk. Total milk and daily average. 

II. Daily breast milk in fourth week. 

III. Average size of feed. Each week. 

IV. Largest and smallest feed. Each week. 

And the tables show extraordinary discrepancies that occur, e.g., a feed of 
125 cc. twice in the second week and one of 40 cc. on the forty-third day. 

Lastly, he comments on the. ‘‘Variability in the consumption of milk 

and the difficulty in accounting for it.’’ J.M.W. 


Breast Feeding : Dr, Variot’s teaching. 

D. H. D. Cran (Lancet, June 14, 1913). “Let the child on the breast 
drink according to its appetite.’”’ With this platitude of Dr. Variot’s the 
author commences and then goes on to give outlines of the methods of 
infant feeeding used in France during the last fifteen years. 

The chief comments are laid on Budin’s teaching on breast feeding, i.e., 
of allowing the child to take only a limited quantity at each feed (100 
grains of milk per kilo of body weight), and this quantity to be estimated 
by weighing the child before and during the feed; and Variot’s teaching, 
which is practically the opposite and allows the child its fill so to speak. 

He then gives the symptoms of ‘‘hypoalimentation” and its treatment 
by increasing the amount of food taken, and concludes with statistics made 
in the Hospices des Enfants-Assistés and his own conclusions drawn from 
them. J.M.W. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNA:COLOGY. 
MEETING HELD OCTOBER QTH, 1913. 

The President, Dr. W. S. A. GrirritH, in the Chair. 


The Winter Session was opened by the PRESIDENT, who gave the 
introductory address. 


Dr. MACNAUGHTON JONES (London) read a short communication on 
A CASE OF COMPLETE ABSENCE OF THE INTERNAL GENITALIA, 


Dr. Macnaughton-Jones, in introducing his remarks on a case in which 
no internal genitalia could be detected, said that among other instances he 
had previously recorded was a case of complete absence of introitus in a 
child (a small orifice leading to the urethra); a rudimentary vagina and 
uterus were present, but no adnexa could be detected. He had also had a 
case in which the external genitalia were normal, the uterus rudimentary, 
and the adnexa present; and another case similar to the present one. The 
age of the patient was 27. Her health was good, and an examination was 
required as the question of marriage arose. As in the other cases, bi-manual 
vaginal, recto-vaginal, and recto-vesical examinations were made. The 
external genitalia and vagina were normal, the uterus was represented by 
a nodule a little larger than a pea, and no vestige of adnexa could be felt. 
He dwelt on the importance in cases of primary amenorrhcea when 
menstruation was delayed of not putting off an examination. He had 
known cases (in one of which the patient had gone to Spa for treatment) 
where various remedies were used to induce catamenia when the genitalia 
were absent. 

The paper was discussed by Dr. BLACKER and Mr. DouGLAs Drew, the 
latter referring to a case where apparently, by pelvic and vaginal examina- 
tion, no uterus, ovaries or tubes were present, yet at operation ovaries were 
found high up in the flanks together with a horse-shoe kidney in the pelvis. 


Dr. MACNAUGHTON-JONES also showed a specimen of pyosalpinx of an 
accessory tube from the adnexa of a patient, et. 38, unmarried. The 
Fallopian tube at the right side was converted into an egg-shaped tumour, 
which contained a quantity of cretaceous matter, the result of an old 
pyosalpinx. At the left side the adnexa were healthy, but an exactly 
similar tumour existed at the outer edge of the broad ligament with 
histological features similar to that of the right side. The specimen was 
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examined by Mr. Handley, and it was of interest as an instance of a cyst 
of an accessory Fallopian origin being converted into a pyosalpinx. At 
either side the cyst was incorporated with the round ligament. 

He demonstrated by lantern the histological features present in accessory 
hydro-salpinx as originally described by Mr. Handley, and also some 
instances of accessory cysts he had himself met with. 

Remarks were made by Mr. ABLAN Doran and the PRESIDENT. 


REPORT OF TWENTY-THREE CASES OF ADNEXAL TUBERCULOSIS. 


Miss Ivens (Liverpool) read a paper on adnexal tuberculosis based on 
the experience of twenty-three tabulated cases, of which all but one were 
apparently primary. An early diagnosis followed by operative treatment 
gave good results. The disease became much more serious when bowel 
complications had occurred. ‘The history of an attack of obscure peritonitis 
in girlhood, followed by primary amenorrhoea, was given in four chronic 
cases, and partial or complete amenorrhoea was very common. Pelvic pain 
bearing no special relationship to menstruation was generally present, 
associated with leucorrhcea. Sterility was an almost constant feature, two 
patients only having borne each one child, many years previously. The 
majority were in the early twenties; fourteen were married. In every case 
a varying degree of thickening of the tubes could be felt. Only two were 
unilateral. Laparotomy was performed in twenty-two instances for the 
removal of the diseased tubes, the uterus being removed only for special 
indications. Conservative treatment of the ovaries was possible in all but 
six cases. In one resection of the tube for the removal of a tuberculous 
nodule was performed. Drainage was avoided except in the presence of a 
secondary infection, and primary union usually occurred. Two cases died, 
one of post-operative haematemesis, and one of septic nephritis. Sixteen 
were traced and did well. Three made a good immediate recovery, but were 
then lost sight of. One required a second operation for the removal of the 
remaining tube. The one case in which the disease was secondary died a 
year after operation. 

Two cases came under observation with acute abdominal symptoms due 
to the rapid enlargement of pre-existing chronic cysts, where the disease 
had apparently undergone a spontaneous cure. Miss Ivens therefore 
advocated the operative treatment of all cases of adnexal tuberculosis, 
except in the presence of a second active focus, and considered that the 
removal of tuberculous products not only had a very beneficial effect on 
the general health, but at the same time obviated the risks of later dissemi- 
nation or local complications. 

The paper was accompanied by a detailed analysis of the cases, together 
with microphotographs, the latter being demonstrated on the epidiascope. 

Dr. Briccs (Liverpool), who alluded to the chronic character of Miss 
Ivens’ cases, said that in more acute cases, which had some clinical resem- 
blance to typhoid fever, operation seemed imperative. In the majority of 
cases there are tubercular foci elsewhere, and their aggravation or relief by 
operation cannot be locally governed. 


Mr. Doucias Drew said that he had considerable experience in the 
question of operation for tuberculous peritonitis in children, but had not 
met with a case in which there was disease of the tubes. Possibly in Miss 
Ivens’ cases tuberculous peritonitis was an antecedent factor. Mr. Drew 
asked in what percentage of cases a tuberculous endometritis was present. 
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Possibly it was of frequent occurrence, but appeared to recover spontane- 
ously after the main lesion was removed. ; 


Dr. MACNAUGHTON-JONES remarked that a few years back he had read a 
paper before the Section on ‘‘Primary Tuberculosis of the Fallopian Tube,” 
and had shown three specimens, and he referred to another paper which 
appeared in the Edinburgh Medical Journal, in which statistics were 
collected of many thousand cases of genital tuberculosis. In these eight to 
nine per cent. were primary. In young persons, seeing the difficulty of 
diagnosis, every test for the presence of tubercle should be made. In Miss 
Ivens’ cases the greater number were under 30, but 4o per cent. remained 
well some considerable time after operation. 


In reply, Miss Ivens stated that her cases included types of both active 
and chronic disease. Tuberculous endometritis had been found once, but 
systematic curettage had not been practised, as leucorrhcea tended to 
disappear after removal of the diseased tubes. It was possible that in cases 
where tuberculous peritonitis had occurred in childhood the infection 
remained latent to become active with the onset of puberty. Miss Ivens 
thanked the speakers for their remarks, and was grateful for the criticism 
of that eminent authority on pelvic tuberculosis, Dr. Macnaughton-Jones. 


Dr. R. L. MACKENZIE Wallis and Dr. HERBERT WILLIAMSON read a 
paper on 


THE SERUM DIAGNOSIS OF PREGNANCY, WITH A DEMONSTRATION OF 
APPARATUS AND METHODS. 


The paper was read in two parts, Dr. Mackenzie Wallis taking the experi- 
mental chemical department, and Dr. Williamson the clinical aspects. 

In Part 1, Dr. Wallis dealt with the two methods devised by Abderhalden 
for the diagnosis of pregnancy—namely, the optical test and the dialysation 
method. The principle upon which these two tests is based is the reaction 
of the blood to foreign substances introduced from without. Any foreign 
body when injected into the circulation excites the production of a protec- 
tive or guardian ferment, which rapidly destroys the substance. The 
proteins contained in placental tissue thus produce a specific ferment, and 
this can be detected in the blood serum of pregnant women by both 
methods from the seventh week and up to fifteen days after labour. The 
tests depend, therefore, upon the presence of chorionic villi in the body, 
which are capable of being washed into the circulation and producing the 
special ferment necessary for their disintegration. That such a ferment 
is mobilised in the blood has been conclusively shown by experiments on 
animals. For the optical test a good polarimeter was required, and also a 
preparation of placental peptone, the details of the isolation of his material 
being given. The splitting of this placental peptone into amino-acids by 
the ferment in the blood serum could then be followed by the optical 
changes that ensue. The technique employed by the writer in the dialysa- 
tion test was given in detail, including the preparation of the placental 
tissue, the testing of the dialysing tubes, and the collection of the 
serum. The necessity of absolute asepsis throughout was especially 
emphasised. The application of the ninhydrin reaction for the detection 
of dialysable substances was described, and attention drawn to the sources 
of possible errors. Judging from the results obtained with over 100 cases, 
the writer had no hesitation in stating that the test was of value in the 
diagnosis particularly of the following conditions: (1) The diagnosis of 
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early pregnancy, (2) the differentiation eof fibroids from pregnancy, (3) the 
diagnsois of chorionepithelioma, (4) the presence of a retained placenta, 
(5) the diagnosis of an ectopic pregnancy, where the latter has not been 
followed by tubal abortion and heematocele. 


Part II of the paper, by Dr. HerBert WILLIAMSON, appears as an original 
article on p. 211. 


The two papers were discussed by the PresipEnt, Dr. ARCHIBALD 
GaRROD, Dr. BLACKER, Dr. EMBLEDON, Dr. LeitcH, Dr. DonaLpson, and 
Dr. BouRNE. 


Dr. WALLIS and Dr. WILLIAMSON replied. 


NORTH OF ENGLAND OBSTETRICAL AND GYNA{COLOGICAL 
SOCIETY. 


Meeting held in Liverpool, October 17, 1913. 


The President, Dr. ForHerGi, (Manchester), in the Chair. 


Present : 27 members. 


The following were elected members of the Society :— 


J. W. Burns, M.D. (Liverpool). 

D. Moore ALEXANDER, M.D. (Liverpool). 

F. StronG HEANEY, F.R.C.S. (Liverpool). 
Ma.co.m K. ACHESON, M.A., M.D. (Liverpool). 


A selection of old illustrated works on Obstetrics, including three copies 
of Raynald’s ‘“‘Byrth of Mankynd”’ were displayed by permission of the 
Hon. Librarian of the Liverpool Medical Institute. 


Dr. BricGs (Liverpool) exhibited a collection of deformed pelves and a 
series of plaster of Paris casts of face cases. 


Dr. FoTHERGILI, (Manchester) showed a specimen of 
CaiSAREAN HYSTERECTOMY FOR FIBROID. 


The specimen consists of a uterus containing several fibroids removed 
by supra-vaginal hysterectomy after Caesarean section. 

The patient was 43 years of age and had been delivered of four children 
previously, forceps having been used on the last occasion. 

Seven years ago she had a fibroid removed by the late Sir W. J. Sinclair, 
abdominal myomectomy being the operation chosen. 

She was admitted at full term to St. Mary’s Hospital and labour began 
a few days later. The pouch of Douglas was occupied by a large fibroid 
which could not be pushed up out of the pelvis. The lie of the child was 
transverse. 

A living child was delivered by Ceesarean section. It was then seen that 
a congested and cedematous fibroid which occupied the pouch of Douglas 
was impacted in the pelvis which it filled. It was attached by a broad base 
very low down on the posterior wall of the uterus; but it was not a cervical 
fibroid. It might possibly have been enucleated. But the uterus was 
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found to contain several other intramural fibroids whose presence could not 
be recognised before the child was removed. It was accordingly decided 
to remove the uterus. This was done and the patient made a very good 
recovery. Dr. Fothergill compared this case with two others in which 
fibroids had been pushed up out of the pouch of Douglas during labour, 
delivery being effected by turning in one case and by forceps in the other. 
Necrotic changes had occurred in each of these two cases demanding 
abdominal hysterectomy on the eighth day after labour in one case 
and six weeks after labour in the other. He considered that the risk 
incurred by the patients in cases of this class was really lessened by the 
operation of Cesarean section followed immediately by the removal of the 
fibroid or of the uterus according to the circumstances. 


Dr. GLYNN WHITTLE (Liverpool) thought that, if fibroids did recover 
from such serious complications occasioned by labour, an operation in the 
interval before the next pregnancy would be wiser than waiting. 


Dr. GEMMELL (Liverpool) showed a case of 
FIBRO-MYOMA COMPLICATING THE PUERPERIUM. 


E.R., cet. 38, iv-para, was attended in her confinement by Dr. Huskie 
on June oth. 


The labour was quite normal, but it was noticed that the abdominal 
tumour was of an unusual shape and more prominent than usual: the 
placenta and bag of membranes were expelled normally and were complete, 
after which the size of the uterus suggested fhe presence of a second foetus, 
which however intra-uterine examination demonstrated to be a growth in 
the uterine wall. 


The puerperium progressed normally until June 19th (ten days) when 
the temperature rose to 102° and the lochia became offensive. This was 
accompanied by great pain in the abdomen, paroxysmal in character 
and accompanied by definite contractions of the right half of the tumour. 


When seen on the evening of June 19 the patient was lying on her back 
in bed with the knees flexed, complaining of severe pain; the expression 
pained and anxious, the face pale, and sweating freely. 


On inspection ;—there was a very prominent tumour occupying the left 
lumbar, the umbilical, the hypogastric, and both iliac regions; presenting 
a lobulated appearance, with a more prominent rounded portion in the left 
lumbar region. 


On palpation ;—the tumour was very tender, and hard, and did not move 
on respiration. The prominent portion on the left side rounded, hard, and 
with a ribbed feel, suggested a normal puerperal uterus, with a lobulated 
tumour below it, and led to the diagnosis of a cervical fibroid, which with 
the pain, tenderness, and fever present, denoted a degenerative change, in 
its substance. 

Vaginal examination was impossible on account of the great pain any 
attempt at exploration produced. 

The patient was admitted to the Hospital for Women, and on June 23rd 
when under the anesthetic a vaginal examination was made; a large soft 
sloughing and foetid fibroid mass filled the pelvis. Cleansing the vagina 
and sloughing mass as thoroughly as possible with 1/,, carbolic lotion, we 
explored the growth, which was soft and broken down on the surface, with 
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a hole in the most superficial part which admitted two fingers into the 
substance of the growth. 


As the growth was cervical in origin, we endeavoured to enucleate it 
per vaginam, but at its upper portion where the uterine wall was much 


thinned a hole was made through into the peritoneal cavity, to the right cf 
the growth. 


The abdomen was therefore opened, exposing to view a well involuted 
uterus sitting up on the top of the fibroid. 


The lower uterine segment was thinned out and filled by the growth. 
Sub-total hysterectomy was done leaving both appendages; and a gauze 
drain placed through the cervix into the vagina. 


Microscopic sections ;—very extensive hyaline degeneration; and some 
defective staining indicating commencing necrobiosis. 


Remarks. Looking at this specimen and noting the position of the 
growth in the lower uterine segment, it seems almost incredible that the 
labour could take place without impaction of the tumour in the pelvis in 
front of the foetal head, and therefore emphasises the expectant line of 
treatment, which one is wont to adopt when consulted, on the question of 
procedure, in the presence of pregnancy, complicated by fibroid growths. 

The rapid degenerative process, which is probably the result of pressure 
during labour, is also to be noted as a factor to be considered for our 


guidance in the attitude we are to assume in reference to such tumours 
during the puerperium. 


Dr. GLYNN WHITTLE (Liverpool) revived the importance of the earlier 
teaching, which even Dr. Gemmell’s remarkable case confirmed, that nature 
will nearly always contrive for the yielding of the tumour and permit 
delivery by the natural passage. 


Dr. OLDFIELD (Leeds) showed a case of 


BILATERAL OVARIAN CYSTS REMOVED DURING THIRD MONTH OF PREGNANCY 
WHICH CONTINUED TO Full, TERM. 


The patient, R.S., et. 30, sent by Dr. Robert May of Wakefield at the 
end of March, 1913, complained of an abdominal tumour. It was first 
noticed four months ago. Menstruation had not come at the last two 
expected periods and had previously been normal. 


Operation April 2, 1913. Two ovarian cysts were removed, one in 
connection with right ovary consisting of two portions, each of the size 
of the foetal head, united by stout band of tissue; the other cyst as large 
as an orange involved the left ovary. No structure resembling ovarian 
tissue was seen in the pelvis after these tumours had been removed. 

The uterus had the usual appearance of an early pregnancy. 

Labour occurred on October 31, 1913, when she was delivered of a full 
term female child by Dr. May. 

The case is reported to show that pregnancy is not necessarily inter- 
rupted when both ovaries are removed. Experimental evidence is in conflict 
with clinical experience on this point and it appears that abortion usually 


takes place in animals when only the corpus luteum is removed or destroyed 
by the cautery. 


Dr. DonaLp (Manchester) asked if the pedicles were tied in sections or 
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bunched together. In the old days the method usually adopted was to 
bunch up the pedicle, and it seemed possible that in this way the uterus 
was prevented from expanding and abortion produced. 


Dr. DonaLp (Manchester) read the notes of 
A CASE OF PUERPERAL PYA:MIA 
which appears elsewhere. 


Dr. RONEY SCHOFIELD (Southport) said he could offer a parallel to this 
case in a boy, eet. 7 years, who for five months was in an obscure septic 
condition after operation for a purulent appendicitis. He had pulmonary 
thrombosis and convulsions; on one occasion the convulsions lasted one 
and a half hours and death was expected momentarily. Vaccines had no 
effect but to raise the temperature. Rhodium colloid (Lantol) for approxim- 
ately a month, in doses of 2} c.c. every 12 hours, not only reduced the 
temperature to normal in four or five days, but was the first agent to 
produce a change for the better in every way and ultimately to restore him 
to perfect health. At the time it was started his life was despaired of and 
it was administered experimentally as a last resource. 


Dr. FoTHERGILL (Manchester) said he had not used any serum or vaccine 
himself but constantly saw cases in which they had been used without 
benefit. He had not opened the abdomen in any of these cases because 
hitherto he had not met with an instance in which a definite mass of 
thrombosed veins could be felt. He would not open the abdomen to look 
for thrombosed veins which could not be recognised by clinical methods. 
He deprecated the use of serums and vaccines in these cases, but recom- 
mended the prolonged use of the hot wet pack in this as in other varieties 
of septic intoxication. 


Dr. LeirH Murray (Liverpool) gave particulars of three cases of thrombo- 
phlebitic infection that he had seen in the past two years. In each case 
the placenta had been manually removed and, although phlegmasia was 
present, no pelvic thickening could be made out even under an aneesthetic. 
He commented on the difficulty of obtaining a culture from the blood in 
these cases, and this notwithstanding that the clinical condition of the 
patient made it certain that organisms were present in the blood during 
some period of the 24 hours. 


In the solitary case yielding a culture (staphylococcus) a very serious 
condition immediately yielded to the administration of a vaccine. This was 
given at the end of the eighth week and the patient then had a pulse of 140, 
was extremely anzemic, showed a precordial murmur, was having daily 
rigors with much sweating and prostration and two days before the first 
inoculation had developed pleurisy with evidence of infarct. 


In a second and somewhat milder case with rigors every two or three 
days and a temperature ranging from 10oo—102 degrees, no growth was 
obtained from the blood and lantol in full doses was given daily from the 
end of the seventh week. A rapid convalescence followed and the tempera- 
ture was normal in ten days. He would certainly use this colloidal 
preparation again in a case where no culture was obtained or a vaccine 
proved of no service. 


A third case lasted eleven weeks in all. Repeated blood cultures yielded 
no organism and the patient appeared to be steadily improving for several 
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weeks. No abnormality of the heart sounds could be made out by three 
different observers, yet a hemiplegia without loss of consciousness suddenly 
supervened and was followed one week later by septic pneumonia, which 
rapidly carried the patient off. 


He had post-mortemed two cases with this infection and in each there 
was thrombosis up to the kidney on the left side, but in one there was 
absolutely nothing amiss with the pelvic veins. He concluded from these 
cases that operation might be a very difficult procedure unless done in the 
early stages of the disease, and that the pelvic thrombosis might resolve 
during the course of the illness while symptoms remained unabated owing 
to ‘‘remote” thrombosis or infection of the heart. He thought it probable 
that Dr. Donald’s case was of this nature. 


Dr. FLETCHER SHAW (Manchester) showed a specimen of 
PERITHELIOMA OF THE UTERUS 


which appears elsewhere. 
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REVIEW OF RECENT BOOK. 


“Gynecological Diagnosis and Pathology.” By A. H. F. Barsour, M.D., 
LL.D., F.R.C.P. Edin., and B. P. Watson, M.D., F.R.C.S. Edin. Pp. 
220, with 8 coloured plates and 202 illustrations. Edinburgh and 
London: Green and Sons, 1913. Price 7/6 net. 


Gyna:coLoGy did so much pioneer work in surgery that it is very 
disappointing to find how little she did in the past in the purely scientific 
side of her profession. Older gynecologists were apparently content to 
look upon this branch as a mystic art, to be attended only by the initiated 
and not governed by the same laws of disease which operated in medicine 
and surgery. This view has now completely changed: in recent years 
there has been great activity in gynecological pathological research, 
and the modern gynecologist bases his diagnosis and treatment on the 
same sure foundation of pathology as the physician or surgeon. But the 
very fact of so much research work having been done in so short a time, 
while it has given a clear insight into many morbid processes, has left us 
very confused in others, in which only further research work can explain 
the present apparently contradictory statements. To write an account of 
gynecological pathology of practical value to students and practitioners, 
to pick out all facts from modern research and leave the hypotheses, is a 
difficult matter, requiring great knowledge and discrimination. This, the 
authors of the book under review, have done in a striking manner. The 
first part, some 30 pages, is devoted to a clear account of gynzecological 
exatninations, while the remainder of the book is devoted to pathology, 
each organ and each of its diseases, so far as we can at present clearly 
define them, is taken separately and the pathological changes fully and 
concisely described, followed in each case with a short description of the 
symptoms and a still shorter summary of the treatment. As the book is 
intended primarily for students all controversial matter is excluded, only 
facts, as we at present believe them, being noted. 

This difficult choice has been particularly well done, few, if any, 
essentials are left out and little is admitted to which exception can be 
taken. : the only criticism we have to offer is the retention of the present 
fad of describing chronic metritis as fibrosis. Every one is agreed that 
chronic metritis is an incorrect term, but it is only making confusion worse 
confused to replace this name by another based on wrong pathology. It 
will be time enough to change the name when we are agreed on the true 
pathology. The book is very well illustrated by over 200 drawings and 
photographs and 8 coloured plates. A little less of the blue brush would 
probably have made the latter a little more true to nature. 

This is a book which has long been wanted : it is written in a pleasant 
and readable style and we can confidently recommend it to students and 
all practitioners interested in gyneecology. W.FS. 





